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The  system  is  broken 


The  medical  delivery  system  is 
broken,  but  not  in  the  way 
the  pundits  think.  They  blame 
the  physicians  (or  “providers”  as 
they  call  us),  and  want  to  solve  the 
problem  with  government  shackles. 

But  the  problem  is  not  the 
physicians;  it  is  the  climate  in  which 
we  must  practice.  How  many  X-rays, 
EKGs,  and  laboratory  studies  are 
ordered  every  day,  not  because  they 
are  indicated  but  because  of  fear  of 
litigation? 

While  it  occurs  everywhere,  in 
hospitals,  clinics,  and  private  offices, 
it  is  most  visible  in  our  emergency 
rooms  where  there  is  the  confluence 
of  our  most  litigious  and  least  healthy 
populations.  Woe  be  the  physicians 
who  rely  upon  their  training  and 
expertise  and  order  only  the 
indicated  exams.  The  tort  system  will 
descend  upon  them  for  not  ordering 
all  possible  exams,  filling  their  days 
with  depositions  and  nights  with  fear 
of  large  awards  which  could  cause 
them  to  lose  their  homes  and  savings. 
Even  if  a physician  is  found  to  be 
only  partially  at  fault,  he  or  she  may 
have  to  pay  the  entire  award  due  to 
legal  maneuvering  and  last  minute 
settlements  by  other  involved 
defendants. 

The  definition  of  “malpractice” 
has  been  steadily  expanded  by  the 
trial  lawyers  from  the  original 
meaning  of  willfully  wronging  a 
patient  to  the  current  definition 
which  includes  patient  dissatisfaction 
and  suboptimal  outcomes  - - quite 
often  not  the  fault  of  the  physician. 
In  addition,  today’s  definition  of 
malpractice  by  trial  lawyers  has 
been  twisted  to  include  just  the  fact 
that  the  patient  has  a severe  or  fatal 
disease  or  has  had  a serious  accident. 


Juries  are  willing  to  return  huge 
verdicts,  often  on  the  theory  that  the 
patient’s  disease  or  disability  is 
severe  and  will  require  extensive 
and  expensive  care  and  someone 
must  pay  for  it.  Juries  often  feel  that 
insurance  money  is  not  “real  money;” 
they  do  not  realize  that  we  all  pay  for 
those  outsized  awards  with  higher 
insurance  premiums.  If  they  do 
indeed  realize  that  the  combination 
of  attorneys  contingency  fees  and 
expenses  often  reduce  the  amount 
actually  paid  to  the  plaintiff  to  less 
than  50%  of  the  total  award,  they 
are  tempted  to  increase  the  size  of 
the  award  so  that  the  plaintiff  will 
receive  more  money.  “Curiouser 
and  curiouser!”  as  Lewis  Carroll’s 
Alice  exclaimed. 

No  other  profession  is  held  hostage 
to  the  tort  system  to  this  degree, 
although  “class  action  suits”  are 
becoming  equally  absurd  - - small 
payouts  to  the  many  plaintiffs  with 
huge  awards  to  the  plaintiff  lawyers. 


The  business  community  in  general 
is  also  experiencing  an  increase  in 
tort  actions.  Therefore,  it  is  time  to 
join  with  business  interests  to 
demand  reform  of  the  tort  system.  The 
current  system  amounts  to  a huge  tax 
on  every  citizen  to  support  absurd 
and  far-reaching  theories  of  liability.  It 
is  time  to  cut  out  the  middleman  - - 
the  tort  lawyer  - - because  his  cut 
has  gotten  too  big  and  is  threatening 
the  entire  system  of  compensation  for 
one  who  is  truly  wronged  or  injured. 

Each  of  us  should  begin  to  talk 
with  our  patients  about  this  hidden 
tax  which  threatens  to  destroy  our 
profession  and  our  relationship  with 
them  and,  ultimately,  the  stability  of 
our  society.  We  should  remind  our 
patients  that  our  training  has 
committed  us  to  do  our  best  in 
caring  for  each  of  them,  but  has  not 
insulated  us  from  human  error. 

We  should  look  for  more 
appropriate  means  of  resolving 
conflict  such  as  alternative  forms  of 
dispute  resolution  if  direct 
communications  fail.  We  should 
encourage  our  patients  to  be  involved 
in  decisions  concerning  their  medical 
care  on  an  ongoing  basis  to 
decrease  miscommunications  and 
unrealistic  expectations. 

As  physicians,  we  must  always 
remember  the  humbling  words  of 
Sir  William  Osier  - - “The practice  of 
Medicine  is  an  art,  not  a trade ; a 
calling,  not  a business.  ” We  must 
champion  the  concept  of  trust  and 
deal  in  good  faith  with  our  fellow 
man  - - first  and  foremost  by 
communicating  openly  with  our 
patients.  Legislative  relief  will  follow 
public  opinion. 

Ronald  E.  Cordell,  M.D. 
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Editorial 


Harry  S.  Weeks  Jr.,  M.D.,  R.I.P. 


a nr*  he  only  man  I know  who 
can  be  in  two  places  at 
JL  one  time.”  That’s  the  way 
an  old  friend  once  characterized  him. 
He  was  referring,  of  course  to  the 
industry  of  Dr.  Weeks,  his  busyness, 
his  truly  exceptional  dedication  to 
the  pursuit  of  goals  invariably  in  the 
service  of  his  ideals  for  Medicine  and 
his  medical  colleagues.  No  one  ever 
worked  harder  at  goals  such  as  these. 

Few  could  have  borne  the  routine 
Harry  Weeks  maintained  for  nearly 
22  years  as  president  and  medical 
director  of  West  Virginia  Medical 
Institute.  While  he  maintained  a 
full-time  anesthesia  practice  at  the 
Ohio  Valley  Center  in  Wheeling,  he 
talked  by  phone  to  the  Institute  a 
half  dozen  times  daily,  commuted 
to  Charleston  by  car  at  least  six  times 
monthly  and  traveled  by  air  many 
thousands  of  miles  yearly  consulting, 
speaking  and  serving  as  an  officer  in 
various  medical  review  organizations. 

In  the  midst  of  this,  Dr.  Weeks 
managed  to  serve  the  West  Virginia 
State  Medical  Association  as  its 
president,  the  AMA  as  alternate 
delegate  and  delegate  for  a total  of 
20  years;  and  in  Wheeling  he  was 
president  of  the  Ohio  County 
Medical  Society  and  president  of  the 
medical  dental  staff  of  the  Ohio 
Valley  Medical  Center.  For  added 
measure,  Dr.  Weeks  was  a member 
of  the  West  Virginia  Board  of 
Medicine  for  23  years,  vice 
president  of  that  body  for  six  years 
and  a personal  medical  affairs 
advisor  to  several  governors. 

Some  openly  questioned  his 
involvement  with  the  Medical 
Institute,  one  of  the  original 
organizations  brought  into  being  in 
order  to  question  individual  medical 
judgment  and  practice.  “ What  are 
you,  some  sort  of  traitor,  ” he  heard 


many  times.  Initially,  he  had  the  very 
concerns  leading  to  that  question.  His 
concerns,  however,  led  him  to 
involvement  with  the  Institute,  to 
shape  it  and  guide  it,  to  make  it 
something  less  than  a stone  in  the 
shoe  of  Medicine.  His  success  at  this 
with  the  West  Virginia  Medical 
Institute  resulted  in  national 
recognition  for  him  and  the  Institute, 
many  appearances  before 
Congressional  committees, 
innumerable  visits  throughout  the 
country  to  assist  other  review 
organizations  and  a national  contract 
to  review  the  quality  of  care  in  every 
VA  hospital  throughout  the  country. 

How  does  one  keep  such  a pace? 
Why  does  one  subject  himself  to 
such  rigor?  An  answer  might  be 
there  somehow  in  Harry’s  personal 
history,  but  he  was  not  one  for 
emotional  bleeding.  He  was 
intrinsically  a private  person.  He 
suffered  painful  losses,  including 
the  loss  of  his  oldest  son,  but  there 
was  in  him  a West  Virginia 
backwoods  type  of  quiet 


acceptance  of  hardship,  loss  and 
accompanying  misery.  He  suffered, 
but  did  not  complain.  Fate  and 
circumstances  knocked  him  down 
many  times,  but  he  never  accepted 
defeat. 

In  debate  or  discussion  he  could 
disagree  but  was  never  disagreeable. 

In  relations  with  colleagues  and 
employees,  he  gave  status  and 
respect  by  expecting  their  best  in 
every  effort,  and  they  loved  him  for  it. 

Harry  Weeks  died  January  7,  1997 
at  the  Ohio  Valley  Medical  Center 
overwhelmed  by  mercifully  brief, 
but  devastatingly  fast-spreading 
cancer.  He  was  born  in  Clarksburg 
on  April  23,  1926.  After  high  school, 
he  served  as  an  enlisted  man  in  the 
U.S.  Navy  and  later  as  an  officer  in 
the  Naval  Reserve.  He  graduated 
from  WVU  in  1949  with  an  A.B. 
degree  and  from  the  University  of 
Maryland  School  of  Medicine  in  1953- 
He  interned  at  Mercy  Hospital  in 
Baltimore  and  completed  a residency 
in  anesthesia  at  the  Ohio  Valley 
General  Hospital  in  Wheeling  in 
1956.  Dr.  Weeks  was  a Fellow  of  the 
American  College  of  Anesthesiologists, 
a Diplomat  of  the  American  Board  of 
Anesthesiologists  and  a clinical 
professor  of  anesthesiology  at  the 
WVU  School  of  Medicine. 

The  editors  and  staff  of  the  Journal , 
as  well  as  the  entire  office  staff  of  the 
WVSMA  offer  our  deepest  sympathy 
to  Harry’s  wife,  Esther,  and  his 
children,  Karla,  John  and  Barbara. 
The  presence  of  Dr.  Weeks  will  be 
missed  and  his  absence  grieved  far 
beyond  the  borders  of  this  state. 

Stephen  D.  Ward,  M.D. 

Editor 

(See  next  page  for  special  letter  about  Dr.  Weeks 
and  see  page  386 for  Dr.  Weeks’  obituary.) 
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Special  Correspondence 


January  8,  1997 


Mrs.  Harry  S.  Weeks,  Jr. 

1 Hazlett  Court 

Wheeling,  West  Virginia  26003-6111 
Dear  Esther, 

Just  learned  of  Harry’s  death. 

Please  know  that  you  have  our  profound  sympathy. 

Harry’s  untiring  devotion  to  the  betterment  of  the  practice  of  Medicine  and  the  quality  of 
life  of  the  people  of  West  Virginia  will  be  sorely  missed,  especially  his  affable  wit  in  the 
pursuit  thereof. 

No  one  possessed  a more  comprehensive  knowledge  of  the  people  in  Medicine  and  their 
views  in  our  state  and  the  nation  than  he. 

His  passing  is  an  unrecoverable  loss  for  all  of  us. 

That  we  will  no  longer  have  his  company  as  a friend,  colleague  and  goodwill  ambassador 
for  the  noble  causes  for  which  he  stood,  we  mourn  with  you. 

Sincerely, 


Carl  and  Tommie  Roncaglione 


Guest  Editorial 


WESPAC’s  influence  seen  in  election  results 


The  recent  elections  showed  that 
physicians  can  play  an  influential 
role  in  West  Virginia  politics.  Our 
endorsees  won  7 6 percent  of  their 
races.  Due  to  matters  of  principle, 
we  did  not  endorse  several 
candidates  who  were  shoo-ins,  or 
even  were  unopposed.  We  also 
endorsed  more  than  the  number  of 
elected  candidates  in  a few  races.  If 
we  include  or  exclude  these  races, 
we  won  nearly  90  percent  of  the 
WESPAC’s  endorsements. 

Most  importantly,  physicians 
rallied  to  Cecil  Underwood’s  cause 
in  huge  numbers  and  with  huge 
contributions.  For  instance,  the 
radiation  therapists  of  West  Virginia 
all  gave  the  maximum  contribution, 
as  did  many  other  physicians.  Many 
physicians  hosted  fund-raisers;  and 
Dr.  Phil  Stevens,  WESPAC  vice 
chairman,  was  a major  force  for 
Underwood,  as  was  WVSMA  Past 
President  Dr.  Dennie  Burton. 

Phil  is  gathering  figures  now  on 
the  amount  of  support  West  Virginia 
physicians  gave  to  Underwood  and 
will  report  on  this  in  a future 
editorial  to  the  membership. 


However,  while  physicians 
supported  candidates  in  record 
numbers  and  in  record  amounts,  I 
am  sad  to  report  that  WESPAC’s 
membership  actually  decreased 
below  the  numbers  of  1994.  BUT, 
those  contributors/members  in  1996 
gave  much  larger  average  amounts 
than  ever  given  previously. 

While  I commend  you  all  for 
contributing  to  your  chosen 
candidates,  I remind  you  that 
corporate  giving  through  WESPAC  is 
of  paramount  importance.  The 
contributions  by  WESPAC  ensure 
favorable  reception  of  WVSMA 
representatives  in  the  Legislature.  If 
you  don’t  believe  this,  just  ask 
George  Rider  and  Steve  Haid 
whether  they  had  more  and  easier 
access  to  legislators  in  1995  and 
1996  than  they  did  in  the  past. 

To  continue  to  have  such  access 
and  to  be  able  to  have  our  opinions 
not  only  heard  but  also  considered, 
we  must  continue  to  give 
generously  to  WESPAC.  There  is  not 
a physician  in  West  Virginia  who 
cannot  give  “A  Dollar  A Day”  IF  HE 
or  SHE  WANTS  TO  DO  SO. 


Please  contribute  at  your 
maximum  rate  for  1997  and  1998.  If 
we  have  adequate  funds,  we  may, 
in  the  middle  of  Underwood’s  term, 
rid  ourselves  of  some  longtime 
nemeses  in  the  West  Virginia 
Legislature. 

Not  only  do  we  need  your  funds, 
we  need  your  involvement.  The 
1996  election  saw  unprecedented 
involvement  by  physicians  - - many 
of  you  even  found  that  you  enjoyed 
being  involved.  Please  continue  to 
be  involved  with  your  checkbooks, 
your  presence  at  political  events 
and  by  being  sure  that  your  patients 
understand  that  your  involvement 
benefits  them  as  well  as  you.  The 
cost  in  money  and  time  is  so  little 
while  the  rewards  to  our  profession 
are  so  great. 

A sincere  thanks  and  an  even 
more  sincere  encouragement  to  stay 
involved. 

Douglas  McKinney,  M.D. 

WESPAC  Chairman 
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Letters  To  The  Editor 


Medicaid  expenses  must  be  brought  under  control 


Medicaid  is  projected  to  be  $98 
million  in  the  red  by  the  end  of  this 
fiscal  year  and  is  (again)  in  arrears 
on  payments  to  providers,  deja  vu 
from  the  Moore  administration. 

The  biggest  reason  is  the  failure 
to  distinguish  medical  care  from 
social  work,  education  and 
transportation  services,  all  paid  with 
the  Medicaid  checkbook.  Medicaid 
pays  to  help  unruly  kids  with 
homework,  provide  home  health 
aids  to  clean  floors,  cook  meals  and 
take  out  the  trash,  fund  schools  for 
the  handicapped,  pay  taxis  or  friends 
to  take  patients  to  the  doctor,  teach 
people  to  read  and  a host  of  other 
social  benefits  unrelated  to  the 
provision  of  medical  care.  Middle- 
class  or  even  wealthy  individuals  do 
not  get  these  services  with  their 
health  care  insurance  but  must  fund 
it  for  others. 

What  are  the  other  reasons?  One 
is  managed  care,  supposedly 


enacted  to  save  money.  Why  does  it 
then  cost  more  to  start  up  managed 
care?  Medicaid  is  starting  this  in  12 
of  55  counties  where  there  are  two 
HMOs.  Perhaps  the  “savings”  will 
be  so  great  from  this  pilot  project 
that  we  will  not  be  able  to  afford  to 
extend  it  to  the  other  43  counties. 

Another  is  the  “Rational  Drug 
Therapy  Program.”  According  to  a 
private  conversation  with  Steve 
Small,  the  pharmacist  in  charge  of 
this  program,  the  “savings”  so  far 
are  $6.5  million,  so  this  program  is 
“here  to  stay.” 

What  Mr.  Small  does  not  realize, 
as  published  in  the  Journal  of 
Managed  Care  last  April,  is  that 
restrictive  formularies  drive  down 
drug  costs,  but  at  a cost  of 
increased  expenses  for  office  visits, 
emergency  room  visits, 
hospitalizations,  operations, 
procedures  including  endoscopies 
and  even  deaths,  none  of  which  are 


being  monitored  by  the  Rational 
Drug  Therapy  Program.  Again,  the 
savings  are  illusory. 

The  most  expensive  medicine, 
regardless  of  cost,  is  the  one  that 
does  not  work.  I have  had  one 
patient  vomit  blood  and  another 
consider  suicide  as  a result  of 
cutting  off  medication;  in  neither 
case  was  I notified  of  the  cutoff. 

The  federal  government  may 
enact  block  grants  for  Medicaid. 

This  will  force  some  discipline  on 
the  states.  Why  not  start  now  to 
clean  up  this  act?  Governor 
Underwood  must  appoint  someone 
competent  to  reform  Medicaid, 
someone  able  to  separate  wheat 
from  chaff,  medical  care  from  other 
things,  to  bring  expenses  under 
control.  Nothing  less  than  the  future 
of  the  state  is  at  stake. 

Wallace  D.  Johnson,  M.D. 

Beckley 
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Special  AM  A Delegation  Report 


IMG  Section  created  at  Interim  meeting  in  Atlanta 


One  of  the  highlights  at  the  AMA’s  Interim  ‘96  meeting  in  Atlanta  from  December  8-11  was  the 
establishment  of  an  IMG  section.  This  new  section  was  created  with  a great  deal  of  enthusiasm  and  no 
dissent.  This  section  is  fully  recognized,  but  there  was  considerable  debate  about  slotting  seats  on  the 
Board  of  Trustees  for  the  IMG  Section,  as  well  as  other  groups.  These  motions  were  not  accepted  by 
the  House  of  Delegates. 

Another  item  discussed  at  the  meeting  was  the  terms  of  office  for  members  of  the  AMA  Councils, 
such  as  reducing  the  term  from  four  years  to  three  in  an  effort  to  increase  turnover  of  people  on  these 
councils.  Debate  and  vote  were  carried  out  and  it  was  decided  to  leave  the  terms  of  office  the  same. 

The  House  approved  the  creation  of  the  American  Medical  Accreditation  Program  (AMAP).  This  an  is 
exciting  avenue  that  the  AMA  has  embarked  upon  to  establish  a national  credentials  verification 
clearinghouse  which  offers  a physician-directed  service  to  the  state  medical  associations,  group  practices, 
and  the  managed  care  industry.  The  accreditation  and  credentialing  data  will  be  physician  managed  and 
physician  authenticated  through  the  AMA,  and  it  may  serve  as  a considerable  source  of  revenue  for  the  AMA. 

Campaign  reform  was  also  discussed,  as  it  pertains  to  campaigning  for  AMA  offices  at  the  Annual 
Meeting.  This  issue  was  referred  back  to  Reference  Committee  I.  There  will  be  further  report  at  the 
Annual  ‘97  meeting.  There  was  considerable  concern  that  campaigning  for  Board  of  Trustees  or  Council 
positions  had  become  too  expensive  for  many  people  in  smaller  delegations  to  mount  a successful 
campaign.  At  this  point,  no  final  decision  has  been  made. 

This  was  the  first  AMA  meeting  in  which  all  reference  committee  business  was  brought  back  to  the 
House  as  a consent  calendar.  There  was  opportunity  for  extraction  and  initially  extractions  were 
numerous.  However,  the  House  was  able  to  finish  its  usual  book  of  business  in  a day  and  a half  to  the 
surprise  of  many  delegates.  This  meeting  will  likely  be  the  last  House  of  Delegates  under  the  old 
representation  format.  The  AMA’s  1997  Annual  Meeting  will  begin  the  process  of  enlarging  the  House 
of  Delegates  under  the  direction  of  the  Federation  Study. 

I am  pleased  to  present  this  report  on  behalf  of  myself  and  the  other  member  of  WVSMA’s 
delegation  Drs.  Robert  Pulliam,  John  Holloway,  Stephan  Thilen,  Robert  Hess,  Ronald  Cordell,  Thomas 
Chang,  and  Nancie  Albright  and  Tim  Allman  of  the  WVSMA  staff. 

James  D.  Helsley,  M.D. 

WVSMA  Council  Chairman 
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□ 2.  Corporate  Hospitals 

□ 3.  Alternative  Care  Providers 

□ 4.  WESPAC 

If  you  voted  for  #4,  join  today! 


WESPAC  • P.O.  Box  4106  • Charleston,  WV  25364 


Name  MD/DO/Alliance/ 

Resident/Student 

Address  


Please  use  a personal  check  to  send  your  membership  contribution  to  WESPAC.  Contributions  are  not  tax  deductible. 
($20  of  the  Regular  membership  and  $50  for  Sustainer  and  higher  membership  dues  go  to  AMPAC  for  Alliance  and 
physician  membership,  unless  you  note  WESPAC  only  on  the  memo  portion  of  your  check). 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA,  the  WVSMA  nor  the  component  medical 

I societies  will  favor  or  disfavor  anyone  based  on  the  amount  of  or  failure  to  make  PAC  contributions.  Contributions  are 
subject  to  Federal  Election  Commission  Regulations  and  the  West  Virginia  Secretary  of  State  Regulations. 


Membership  Level: 


□ $365  Club 

□ Extra-Miler  $150 

□ Sustainer  $100 

□ Regular  $50 

□ Residents  $25 

□ Medical  Students  $10 


Scientific  Newsfront 


Long-term  trends  in  cancer  mortality  rates  for 
West  Virginia 
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Abstract 

Using  data  on  death  certificates, 
we  examined  age-adjusted  cancer 
mortality  rates  for  West  Virginia 
men  and  women  from  1980-1994. 
The  leading  causes  of  cancer 
deaths  among  men  in  the  state  in 
1994  were  cancers  of  the  lung, 
prostate,  colon,  and  pancreas, 
and  non-Hodgkin's  lymphoma. 
Among  West  Virginia  women  in 
1994,  cancer  deaths  were  most 
often  due  to  cancers  of  the  lung, 
breast,  colon,  pancreas,  and  ovary. 
Based  on  polynomial  regression 
analyses,  many  of  the  leading 
cancer  mortality  rates  significantly 
increased  during  1980-1994.  The 
most  striking  increase  was  a 76% 
rise  in  lung  cancer  mortality 
among  West  Virginia  women. 
These  mortality  data  underscore 
the  continuing  need  for  tobacco 
control  and  other  cancer  control 
practices.  Even  though  barriers 
to  medical  care  challenge  the 
state’s  health  care  professionals, 
the  burden  of  cancer  in  West 
Virginia  can  be  reduced  by 
prevention,  early  detection,  and 
appropriate  treatment. 

Introduction 

Change  in  mortality  over  time  is  a 
criterion  that  can  be  used  to  evaluate 
the  effectiveness  of  interventions  to 
prevent  and  control  cancer.  Since 
published  data  on  long-term  trends 
in  cancer  mortality  for  West  Virginia 
are  scarce  (1-5),  we  examined  trends 
in  age-adjusted  cancer  mortality  rates 
for  West  Virginia  men  and  women 
from  1980  through  1994  using  data 
recorded  on  death  certificates. 


Methods 

The  underlying  cause  of  death  on 
certificates  filed  with  the  state’s 
Health  Statistics  Center  from  1980-1994 
was  used  as  the  numerator  to 
compute  gender-specific  annual 
mortality  rates  of  cancer  in  West 
Virginia.  We  examined  the  32  primary 
anatomic  sites  of  cancer  (Table  1) 
that  corresponded  to  the  mortality 
classifications  used  by  the  West 
Virginia  Cancer  Registry  (WVCR)  (5) 
and  the  national  Surveillance, 
Epidemiology,  and  End  Results 
(SEER)  Program  (6). 

The  denominator  for  calculating 
mortality  rates  from  1980-1990  was 
state-specific  data  from  the  1980  and 
1990  U.S.  Censuses  of  Population 
with  our  interpolation  of  estimates 
for  intercensal  years  based  on 
information  from  these  censuses. 
The  denominators  for  rates  from 
1991-1994  were  state  population 
estimates  from  the  U.S.  Bureau  of 
the  Census’  Current  Population 
Reports  supplied  by  West  Virginia 
University’s  Regional  Research 
Institute,  which  is  a member  of  the 
U.S.  Bureau  of  the  Census-sponsored 
Federal-State  Cooperative  Program 
for  Population  Estimates  and 
Projections.  Also,  the  use  of  these 
data  for  denominators  is  consistent 
with  rates  from  the  state’s  Health 
Statistics  Center  for  1980-1990  and 
with  rates  reported  by  the  WVCR  for 
1991-1994. 

Annual  cancer  mortality  rates  were 
age-adjusted  to  the  1970  U.S.  standard 
population  by  the  direct  method 
with  five-year  age  groupings.  When 
ever  possible,  we  compared 
age-adjusted  cancer  mortality  rates  for 
West  Virginia  men  and  women  with 
corresponding  U.S.  mortality  rates 
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Results 


Table  1.  Primary  Anatomic  Sites  of  Cancer 

All  sites* 

All  sites  except  lung  and  bronchus** 

Brain  and  other  nervous  system* 

Breast* 

Cervix  uteri* 

Colon*** 

Colon  and  rectum** 

Corpus  uteri*** 

Corpus  and  uterus,  NOS** 

Esophagus* 

Hodgkin’s  disease* 

Kidney  and  renal  pelvis* 

Larynx* 

Leukemias* 

Acute  lymphocytic  leukemia**** 

Chronic  lymphocytic  leukemia**** 

Acute  myeloid  leukemia**** 

Chronic  myeloid  leukemia**** 

Liver  and  intrahepatic  bile  duct** 

Lung  and  bronchus* 

Melanoma  of  skin* 

Multiple  myeloma* 

Non-hodgkin’s  lymphoma* 

Oral  cavity  and  pharynx* 

Ovary* 

Pancreas* 

Prostate* 

Rectum  and  rectosigmoid*** 

Stomach* 

Testis* 

Thyroid* 

Urinary  bladder* 

* Mortality  is  annually  reported  by  the  WV  Cancer  Registry  and  by  the 
Surveillance,  Epidemiology,  and  End  Results  (SEER)  program. 

**  Mortality  is  reported  by  the  SEER  program  but  not  by  the  WV  Cancer  Registry . 

***  Mortality  is  reported  by  the  WV  Cancer  Registry  but  not  by  the  SEER  program. 

****  Mortality  is  not  annually  reported  by  the  WV  Cancer  Registry  or  by  the 
SEER  program. 


published  by  the  SEER  Program  (6). 
We  also  computed  age-specific  rates 
for  1991-1994  by  gender  using  the 
age  groupings  of  < 25,  25-44,  45-64, 
and  65+  years. 

Lastly,  polynomial  regression  was 
applied  to  determine  statistically- 
significant  yearly  changes  in  age- 
adjusted  mortality  rates  during  1980 


through  1994  for  the  five  leading 
causes  of  cancer-related  deaths 
among  West  Virginia  men  and 
women  in  1994.  We  used  Epi  Info 
(7)  and  PC-SAS  (8)  software,  and 
followed  the  model  selection 
procedures  described  by  the  SEER 
Program  (6)  for  polynomial 
regression  analyses. 


We  present  noteworthy  comparisons 
between  West  Virginia  and  the  U.S.  as 
a whole,  as  well  as  mortality  data  on 
the  five  leading  causes  of  cancer- 
related  deaths  in  the  state.  Age- 
adjusted  mortality  rates  for  all  32 
cancer  sites  (Table  1),  including  age- 
specific  rates,  are  available  upon 
request  from  the  Cancer  Surveillance 
Coordinator  of  the  WVCR  (9). 

From  1980  through  1992  (i.e.,  the 
most  recent  year  for  national  data), 
age-adjusted  mortality  rates  for  West 
Virginia  women  have  consistently 
exceeded  corresponding  rates  for 
U.S.  women  for  cancer  of  the  cervix 
uteri  (Figure  1)  and  cancer  of  the 
lung  and  bronchus  (Figure  2). 
Similarly,  West  Virginia  men  have 
consistently  had  higher  mortality 
due  to  lung  and  bronchus  cancer 
than  U.S.  men  (Figure  2). 

Age-adjusted  mortality  rates  for 
other  cancer  sites  among  West 
Virginians  (including  data  not  shown) 
were  less  than,  were  similar  to,  or 
fluctuated  in  comparison  with 
corresponding  U.S.  rates  (9).  Due  to 
the  small  numbers  of  deaths,  some 
of  these  state  rates  fluctuated 
dramatically  in  comparison  with 
rates  for  the  U.S.  However,  over  time 
there  was  a narrowing  of  the  gap 
between  West  Virginia  and  national 
mortality  rates  among  men  for 
cancer  of  the  colon  and  rectum, 
multiple  myeloma,  and  cancer  of  the 
oral  cavity  and  pharynx  (9). 

In  1994,  approximately  2,500  men 
and  2,200  women  in  West  Virginia 
died  of  cancer.  Mortality  rates  from 
cancer  increased  with  advancing 
age,  and  were  most  dramatic  among 
West  Virginians  ages  65  years  or 
older  (9).  The  five  leading  causes  of 
cancer-related  deaths  per  100,000 
West  Virginia  men  in  1994  were 
cancers  of  the  lung  and  bronchus 

(90.3) ,  prostate  (26.0),  colon  (19-2), 
and  pancreas  (9-0),  and  non-Hodgkin’s 
lymphoma  (8.1),  (Figure  3).  The 
corresponding  causes  per  100,000 
West  Virginia  women  were  cancers 
of  the  lung  and  bronchus  (41.2), 
breast  (23.4),  colon  (13-2),  pancreas 

(8.3) ,  and  ovary  (6.4),  (Figure  4). 
These  leading  causes  of  cancer 
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Figure  1.  Cancer  of  the  Cervix  Uteri  Mortality  Rates*  in  WV,  1980-1994,  and  the  U.S.,  1980-1992. 
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Figure  2.  Cancer  of  the  Lung  and  Bronchus  Mortality  Rates*  in  WV,  1980-1994,  and  the  U.S.,  1980-1992. 
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Figure  3.  Select  Cancer  Sites  Mortality  Rates*  Among  WV  Men,  1980-1994. 
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Figure  4.  Select  Cancer  Sites  Mortality  Rates*  Among  WV  Women,  1980-1994. 
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'Rates  are  per  100,000,  and  are  age  adjusted  to  the  1970  U.S.  standard  population. 
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mortality  for  men  and  women  in 
West  Virginia  (Figures  3 and  4)  were 
similar  to  those  for  men  and  women 
in  the  nation  as  a whole  during 
1992  (10). 

The  results  of  the  polynomial 
regression  analyses  indicated 
significant  (p  < 0.05)  continuous 
yearly  increases  in  mortalities  due  to 
cancer  of  the  colon,  non-Hodgkin’s 
lymphoma,  and  cancer  of  the 
prostate  among  West  Virginia  men, 
and  in  mortality  due  to  cancer  of 
the  lung  and  bronchus  among  West 
Virginia  women  during  1980 
through  1994  (9).  Lung  and 
bronchus  cancer  mortality  among 
West  Virginia  women  increased 
76%,  from  23.4/100,000  in  1980  to 
41.2/100,000  in  1994  (Figure  4).  The 
regression  analyses  also  indicated 
that  mortality  rates  from  cancer  of 
the  lung  and  bronchus  significantly 
increased  during  1980  through  1989 
then  decreased  during  1990  through 
1994  among  West  Virginia  men, 
while  mortality  rates  from  breast 
cancer  and  cancer  of  the  colon 
significantly  increased  during  1980 
through  1987  then  decreased  during 
1988  through  1994  among  West 
Virginia  women  (9).  In  addition, 
mortalities  from  non-Hodgkin’s 
lymphoma  and  cancer  of  the 
pancreas  significantly  fluctuated 
upward  during  1980  through  1994 
among  West  Virginia  women  (9). 
Except  for  colon  cancer  among 
West  Virginia  men,  these  trends  in 
cancer  mortality  rates  among  West 
Virginians  generally  resembled 
national  trends  for  the  cancer  sites 
(6,11,12). 

Discussion 

Many  of  the  leading  cancer 
mortality  rates  among  West  Virginians 
significantly  increased  during  1980 
through  1994.  Lung  and  bronchus 
cancer  mortality  rates  among  West 
Virginia  women  increased  76%  in 
these  1 5 years  and  consistently  were 
greater  for  West  Virginians  than  for 
men  and  women  in  the  nation.  In 
addition,  the  mortality  rate  from 
cancer  of  the  cervix  uteri  in  West 
Virginia  has  been  greater  than  that 
for  women  in  the  U.S. 


Various  factors  related  to  the 
control  of  cancer  may  explain 
differences  between  mortality  rates 
for  West  Virginia  and  the  U.S.  as 
well  as  trends  in  cancer  mortality 
rates  for  the  state.  For  example,  low 
levels  of  education  and  income, 
advancing  age,  and  lack  of  a usual 
source  of  health  care  are  associated 
with  lower  utilization  of  cancer 
screening  (13).  Also,  women  of 
minority  populations  are  less  likely 
than  white  women  to  be  screened 
for  cancers  of  the  breast  and  cervix 
uteri  (13). 

Based  on  data  from  the  U.S.  Bureau 
of  the  Census  for  the  years  1970,  1980 
and  1990,  the  population  in  West 
Virginia  compared  with  the  U.S. 
population  had  less  income,  was 
older,  and  was  more  than  twice  as 
likely  to  live  in  a rural  area  (9).  The 
percentage  of  the  state’s  population 
which  was  white  remained  about 
96%,  while  the  percentage  of  whites 
in  the  U.S.  population  declined 
from  about  88%  in  1970  to  about 
84%  in  1990.  Whites  in  West  Virginia 
tended  to  be  less  educated  than 
whites  in  the  U.S.  as  a whole;  levels 
of  education  among  blacks  in  West 
Virginia  were  similar  to  national 
levels  (9).  In  addition,  there  were 
fewer  active  non-federal  physicians 
per  civilian  population  in  West 
Virginia  than  in  the  U.S.  as  a whole 
from  1975  through  1993  (9). 

Another  factor  that  contributes  to 
cancer  mortality  in  West  Virginia,  as 
well  as  the  nation,  is  smoking  and 
other  tobacco  use.  In  the  U.S., 
smoking  accounts  for  approximately 
87%  of  deaths  from  lung  cancer, 
which  is  the  leading  cause  of 
cancer-related  deaths  (14).  At  least 
70%  of  deaths  from  cancers  of  the 
oral  cavity  and  pharynx,  esophagus, 
and  larynx  are  attributable  to  smoking 
and  other  tobacco  use  (14). 

Available  population-based 
surveillance  data  indicate  that  the 
prevalence  of  smoking  is  greater  in 
the  state  than  in  the  nation  (9).  The 
greater  lung  and  bronchus  cancer 
mortality  rates  in  the  state  (Figure  2) 
is  probably  due  to  this  factor  (9,15). 
The  smoking  prevalence  among 
West  Virginians,  however,  has 
generally  decreased  since  1984  (16), 


and  the  recent  decline  in  lung  and 
bronchus  cancer  mortality  among 
West  Virginia  men  may  be 
attributable  to  past  declines  in 
smoking  prevalence  (11). 

The  cancer  mortality  rates  we 
have  described  in  this  article  are 
influenced  by  how  accurately  cancer 
is  reported  on  the  death  certificate 
(17).  For  example,  there  is  substantial 
variation  in  the  accuracy  of  reporting 
underlying  cause  of  death  for  cancer 
sites  (18).  In  addition,  data  from  death 
certificates  can  be  incomplete  and 
not  necessarily  reflect  information 
obtained  after  the  death  (19).  Since 
the  temporal  trends  are  probably 
valid,  we  made  no  attempt  in  our 
analyses  to  adjust  for  any  such 
factors  that  could  have  further 
influenced  cancer  mortality  rates. 

Another  limitation  to  the  data  in 
this  report  is  the  lack  of  cancer 
mortality  rates  for  additional 
subgroups  of  the  West  Virginia 
population.  County-level  data,  for 
instance,  show  geographic 
differences  in  cancer  mortality  for 
the  state  (1,2,15,20).  Other  data 
show  racial  differences  in  cancer 
mortality  for  the  state  and  the  nation 
(9),  a finding  previously  supported  in 
the  literature  (11). 

Thus,  the  assessment  of  the  cancer 
burden  by  geographic  area,  race, 
and  gender  would  enhance  cancer 
surveillance  and  any  subsequent 
public  health  action  for  the  state. 

Yet,  geographic  and  race-specific 
rates  of  a disease  burden  can  be 
difficult  to  compute  and  interpret 
for  a state  like  West  Virginia  whose 
minority  populations  represent  such 
a small  proportion  of  the  general 
population.  State-level  intercensal 
and  postcensal  estimates  of  minority 
populations  may  not  be  readily 
available,  and  race-specific  rates 
from  small  numbers  can  fluctuate 
dramatically.  Nevertheless,  the 
examination  of  cancer  mortality 
rates  for  West  Virginia  men  and 
women  is  appropriate  surveillance 
even  though  the  state’s  general 
population  is  nearly  all  white. 

Barriers  to  West  Virginians’ 
receiving  appropriate  medical  care 
challenge  those  professionals  who 
are  involved  in  the  delivery  of 
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cancer  prevention  and  control 
services.  One  barrier  is  low 
educational  attainment.  Public 
education  about  cancer  control 
therefore  must  target  persons  with 
low  levels  of  education,  including 
low  literacy.  The  current  high 
prevalence  of  smoking  underscores 
the  need  for  efforts  in  the  state  to 
control  tobacco  use  (1 6).  Other 
barriers  are  residence  in  a rural  area, 
such  as  in  the  state’s  mountainous 
terrain,  and  the  lack  of  qualified 
medical  staff. 

By  the  year  2000,  state  health 
objectives  seek  to  increase  the 
proportion  of  West  Virginia  women 
who  ever  receive  a clinical  breast 
examination  and  screening 
mammography  for  breast  cancer 
and  a Papanicolaou  test  for  cervical 
cancer,  as  well  as  to  reduce  lung 
cancer  among  West  Virginians 
through  tobacco  cessation  activities 
(1).  These  state  objectives  generally 
correspond  to  national  year-2000 
health  objectives  for  cancer 
prevention  services  (13);  however, 
the  national  objectives  also  address 
cancer  deaths  and  fecal  occult 
blood  testing.  Although  progress 
toward  many  of  these  health 
objectives  is  promising  (21-22), 
there  is  still  much  work  to  be  done. 

The  burden  that  cancer  places  on 
patients,  patients’  families,  and  the 
health  care  system  can  be  reduced 
through  prevention,  detection,  and 
treatment.  Prevention  measures 


should  include  reduced  tobacco  use, 
decreased  fat  consumption  and 
increased  eating  of  fruits,  vegetables, 
and  grain  products  (13).  Detection 
strategies  include  appropriate 
screening  for  cancer  and  prompt 
follow-up  and  treatment  when 
necessary.  Besides  clinical  breast 
examination,  screening 
mammography,  and  the  Papanicolaou 
test,  other  procedures  for  early 
detection,  such  as  fecal  occult  blood 
testing,  sigmoidoscopy,  and 
examination  of  the  mouth,  esophagus, 
oral  cavity  and  pharynx,  the  skin,  and 
the  rectum,  have  the  potential  for 
reducing  cancer  (13).  Screening  tests 
should  be  performed  in  accordance 
with  current  recommendations  for 
quality  standards.  Even  though  the 
barriers  to  medical  care  that  some 
West  Virginians  experience  are 
formidable,  the  burden  of  cancer  in 
the  state  can  be  reduced  through 
statewide  prevention  and  early 
detection  efforts,  as  well  as 
appropriate  and  timely  treatment. 

Acknowledgements 

We  gratefully  acknowledge  the 
consultations  with  Joe  Kennedy  and 
Fred  King  (West  Virginia  Bureau  for 
Public  Health);  Rose  Cowan  (U.S. 
Bureau  of  the  Census);  and  Emma 
Frazer  and  Daniel  S.  Miller,  M.D., 
M.P.H.  (U.S.  Centers  for  Disease 
Control  and  Prevention)  in 
preparing  this  report. 


References 

1 . West  Virginia  Department  of  Health  and 
Human  Resources.  Healthy  People 
2000:  West  Virginia  objectives. 
Charleston  (WV):  Bureau  for  Public 
Health,  1990. 

2.  Pearson  RJC.  Cancer  mortality  in  West 
Virginia.  WV  Med  J 1 993 ;89(  1 2) : 542-4 . 

3.  U.S.  Department  of  Health  and  Human 
Services,  Public  Health  Service.  West 
Virginia  health  profile  1993-  Atlanta 
(GA):  Centers  for  Disease  Control  and 
Prevention,  1993- 

4.  U.S.  Department  of  Health  and  Human 
Services,  Public  Health  Service.  West 
Virginia  health  profile  1995.  Atlanta 
(GA):  Centers  for  Disease  Control  and 
Prevention,  1995. 

5.  West  Virginia  Department  of  Health  and 
Human  Resources.  Cancer  in  West 
Virginia,  1993-  Charleston  (WV):  West 
Virginia  Cancer  Registry,  March  1995. 

6.  Kosary  CL,  Ries  LAG,  Miller  BA,  Hankey 
BF,  Harras  A,  Edwards  BK,  (editors). 
SEER  cancer  statistics  review,  1973-1992: 
tables  and  graphs.  Bethesda  (MD): 
National  Cancer  Institute,  1995:  NIH 
Pub.  No.  96-2789. 

7.  Dean  AD,  Dean  JA,  Burton  JH,  Dicker 
RC.  Epi  info,  version  6.02.  Atlanta  (GA): 
Centers  for  Disease  Control  and 
Prevention,  October  1994. 

8.  SAS  Institute,  Inc.  SAS/STAT  user’s 
guide,  release  6.03  edition.  Cary  (NC): 
SAS  Institute,  Inc.,  1988. 

9.  West  Virginia  Cancer  Registry.  Chart 
book  of  cancer  mortality  rates  for  West 
Virginia,  1980  through  1994.  In  press, 
June  1996. 

10.  Ries  LAG.  Stat  bite:  top  5 causes  of 
cancer  deaths  in  U.S.  women  and  men. 
J Natl  Cancer  Inst  1995;87(l4):1048. 

(Please  contact  first  author  for  the  other 
references  given  in  this  manuscript.) 


JANUARY/FEBRUARY  1997,  VOL  93  367 


Deep  vein  thrombosis  as  probable  cause  of 
fever  of  unknown  origin 


ALIF.  ABURAHMA,  M.D. 

Chief  of  the  Vascular  Section  and 
Medical  Director  of  the  Vascular 
Laboratory;  Charleston  Area  Medical 
Center;  Professor  of  Surgery,  Robert  C. 
Byrd  Health  Sciences  Center  of  West 
Virginia  University,  Charleston 

SAMER  SAIEDY,  M.D., 

Senior  Surgical  Resident,  Department 
of  Surgery,  Robert  C.  Byrd  Health 
Sciences  Center  of  West  Virginia 
University,  Charleston 

Abstract 

A rare  patient  may  have  fever 
of  unknown  origin  ( FUO ) that  is 
caused  by  pulmonary  emboli, 
pelvic,  or  lower  extremity  venous 
thrombosis  (DVT).  This  study 
reviews  our  experience  treating 
patients  with  DVT  that  presented 
with  a FUO  over  a two-year  period 
A FUO  was  defined  as  a 
temperature  of  greater  than  38. 4°  C 
on  several  occasions  for  at  least 
three  weeks  duration  that  defied 
one  week  of  hospital  evaluation. 
DVT  was  considered  as  a probable 
cause  of  FUO  if  the  following 
criteria  were  met:  (1)  a positive 
venous  duplex  image  for  acute 
DVT,  (2)  subsequent  fever 
resolution  within  seven  days  of 
anticoagulation  therapy.  Five  out 
of  89  patients  (6%)  met  this 
criteria.  Their  mean  age  was  53 
years.  Four  patients  had 
iliofemoral  DVT  and  one  had 
femoropopliteal  DVT.  Two  had 
lung  scans,  one  was  positive  for 
pulmonary  embolism,  and  the 
other  was  equivocal  All  five 
patients  responded  to  heparin 
therapy  and  their  temperatures 
returned  to  normal  within  a few 
days.  Venous  thrombosis  and/or 
pulmonary  embolism  should  thus 
be  borne  in  mind  when  patients 
with  FUO  are  being  evaluated. 


Introduction 

The  patient  with  FUO  is  best 
approached  with  an  idea  of  the 
established  causes  and  the  relative 
frequencies  in  mind.  The  principal 
categories  were  carefully  defined  by 
Petersdorf  and  Beeson  (1),  and  are 
still  applicable  with  some 
modifications  because  of  modern 
advances  in  diagnostic  technology. 

Petersdorf  and  Beeson  (1)  defined 
fever  of  unknown  origin  as  an  illness 
of  at  least  three  weeks  duration  with 
fever  (temperature  exceeding  38.3°C 
on  several  occasions)  and  no 
established  diagnosis  after  one  week 
of  hospital  investigation  (1).  These 
specific  criteria  eliminated  short-lived 
fevers  of  viral  or  indeterminate  origin, 
postoperative  fevers,  and  febrile 
illnesses  of  obvious  cause. 

The  three  main  causes  of  FUO  are 
infections,  neoplasms,  and 
multisystem  diseases  (collagen 
vascular  diseases).  These  factors  are 
the  cause  of  about  70%  of  cases  (1). 
Other  rare  causes  are  granulomas, 
e.g.  Crohn’s  disease  and  sarcoidosis, 
venous  thrombosis,  factitious  fever, 
and  drug-induced  fever  (1-4). 

A rare  patient  with  multiple  small 
pulmonary  emboli,  which  may  be 
clinically  silent,  may  have  FUO  or 
fever  of  obscure  origin.  Even  in  the 
absence  of  pulmonary  emboli,  pelvic 
or  lower  extremity  venous 
thrombosis  (DVT)  may  cause 
protracted  fevers  or  be  the  cause  of 
FUO  (2-4).  Only  a few  cases  of 
pulmonary  emboli  or  venous 
thrombosis  as  a cause  of  FUO  have 
been  reported  in  the  literature  (2-4). 

Methods 

The  records  of  patients  with  FUO 
during  a recent  two-year  period 
were  analyzed.  FUO  was  defined  as 
a temperature  of  greater  than  38.4°C 
on  several  occasions  for  at  least 
three  weeks  duration  that  defied  one 
week  of  hospital  evaluation. 


DVT  was  considered  as  a probable 
cause  of  FUO  if  the  following  criteria 
were  met:  (1)  a positive  venous 
duplex  image  for  acute  DVT,  (2) 
subsequent  resolution  of  fever 
within  seven  days  of  starting 
anticoagulation.  If  the  fever  lasted 
less  than  three  weeks,  the  fever  was 
called  fever  of  obscure  origin. 

Results 

Five  out  of  89  patients  (6%)  met 
the  criteria  for  DVT  as  probable 
cause  of  FUO.  Their  mean  age  was 
53  years.  Four  patients  had  iliofemoral 
DVT  and  one  had  femoropopliteal 
DVT.  Two  had  lung  scans;  one 
positive  for  pulmonary  embolism, 
and  the  other  equivocal.  All  five 
patients  responded  to  heparin  and 
their  temperatures  returned  to 
normal  within  a few  days. 

Three  of  these  five  were  patients 
with  FUO  (3  of  46%,  7%),  and  two 
were  patients  with  fever  of  obscure 
origin  (2  of  43,  5%).  Evaluation  of 
these  five  patients  included  cultures 
of  blood,  urine,  sputum,  nasopharynx, 
and  stool;  X-rays  of  the  chest,  sinuses 
and  teeth;  white  blood  cell  scans, 
bone  scans,  abdominal  ultrasounds, 
and  CT  scans  of  the  abdomen. 
Various  antibiotics  were  given  to  all 
five  patients,  as  recommended  by 
the  infectious  disease  consultants, 
with  no  response. 

First  case  study 

A 38-year-old  white  male  was 
brought  to  a rural  hospital  after 
being  involved  in  an  automobile 
accident  and  sustaining  multiple 
injuries,  including  multiple 
contusions  and  dislocation  of  the 
cervical  spine.  Fie  had  a fever  of 
above  38.5°C  on  various  occasions 
for  several  days  while  hospitalized, 
and  due  to  the  instability  of  his 
cervical  spine  injury  he  was 
transferred  to  Charleston  Area  Medical 
Center  for  further  management. 
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Figure  1.  Patient’s  Temperature  Response  To  Treatment  With  Heparin  and  Warfarin. 
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On  admission,  his  temperature 
was  38.6°C  and  he  had  multiple 
contusions  of  the  shoulder  and 
upper  trunk,  dislocation  of  the 
cervical  spine,  and  paraplegia.  His 
initial  laboratory  studies  were 
normal.  However,  films  of  the 
cervical  spine  showed  subluxation 
of  C6-C7  and  C1-C2,  so  he  underwent 
wiring  and  fusion  of  the  cervical 
spine  on  the  third  day  after  admission. 

This  patient’s  temperature 
continued  to  spike  between  38.5°C 
and  39-5°C  on  a daily  basis.  He 
underwent  an  infectious  disease 
consultation  and  various  cultures 
were  obtained,  including  blood, 
sputum,  urine  and  stool.  His  sputum 
culture  grew  staphylococci  and  an 
appropriate  antibiotic  was  begun. 

Twenty-four  hours  later,  the  chest 
X-ray  was  consistent  with  bilateral 
lower  lobe  pneumonia,  and  this 
was  treated  accordingly.  However, 
his  temperature  continued  to  spike, 
ranging  between  38.4°C  and  40°C, 


in  spite  of  continued  antibiotic 
treatment.  Repeat  cultures  of  blood, 
urine,  sputum,  and  stool  were  all 
normal.  A chest  X-ray  showed 
resolution  of  the  pneumonia. 

Further  work-up  was  done  including 
upper  abdominal  ultrasound, 
hepatobiliary  scan,  tagged  white  cell 
scan,  CT  scan  of  the  abdomen 
(to  rule  out  intrabdominal  infection 
and/or  abscesses),  CT  scan  of  the 
head  and  neck,  and  all  were  normal. 

On  day  37,  a lung  scan  was 
ordered,  which  was  compatible 
with  pulmonary  embolism.  This  was 
followed  by  a venous  duplex 
ultrasound  of  the  lower  extremity 
which  was  positive  for  acute  DVT 
of  the  right  femoral-popliteal  veins. 
The  patient  was  started  on  heparin 
intravenously  and  his  temperature 
dropped  to  normal  within  36  hours 
(Figure  1).  Warfarin  was  started  a few 
days  later  and  the  temperature 
response  is  also  shown  in  Figure  1. 

He  was  then  dischaiged. 


Case  2 

A 42-year-old  white  male 
sustained  a cervical  spine  injury  and 
underwent  cervical  stabilization  in 
Morgantown,  with  subsequent 
transfer  to  the  rehabilitation  unit  at 
Charleston  Area  Medical  Center. 
During  his  stay,  he  developed 
unexplained  fevers  and  was  admitted 
to  the  hospital  for  further  work-up. 

On  admission,  his  physical 
examination  was  unremarkable, 
except  for  his  paraplegia,  and  his 
temperature  was  38.7°C.  Various 
cultures  (blood,  sputum,  urine,  and 
stool)  were  obtained  as  was  an 
infectious  disease  consultation.  All 
cultures  were  negative. 

Other  work-up  included  a chest 
X-ray,  X-rays  of  the  teeth,  sinuses, 
and  gastrointestinal  tract.  In 
addition,  a gallbladder  ultrasound, 
abdominal  CT  scan,  gallium  and 
white  cell  scans  were  obtained  and 
all  were  normal. 
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On  day  30  of  his  admission,  his 
temperature  was  still  > 38.5°C. 
Eventually,  it  was  noted  that  his  left 
lower  extremity  was  somewhat 
edematous.  Due  too  his  risk  of 
DVT,  a duplex  ultrasound  was 
obtained  and  it  revealed  left  femoral 
vein  thrombosis. 

I.V.  heparin  was  then  started  and 
later  changed  to  Coumadin.  His 
temperature  dropped  to  normal 
within  72  hours  of  initiation  of 
heparin  therapy.  At  the  time  of  his 
discharge,  he  was  afebrile  and  fit  for 
transfer  to  the  rehabilitation  unit. 

Comments 

Fever  of  unknown  origin  remains 
a diagnostic  challenge  with  infections, 
neoplasms,  and  multisystem  diseases 
(connective  tissue  disorders,  vasculitis, 
rheumatic  diseases,  and  sarcoidosis), 
the  so-called  “big  three,”  still 
accounting  for  70%  of  cases  (1-8). 
Less  common  causes  of  FUO  include 
venous  thrombosis,  granulomas  (e.g. 
Crohn’s  disease,  sarcoidosis),  and 
drug-induced  fever  (2-6). 

In  spite  of  all  the  advances  in 
diagnostic  technology,  undiagnosed 
causes  of  FUO  still  constitute 
around  9%  to  13%  in  previously 
reported  cases  (4,5).  Only  a few 
reported  cases  of  pulmonary 
embolism  and/or  venous  thrombosis 
have  been  described  as  a cause  of 
FUO  in  the  last  two  decades  (2-5). 
Kazanjian  (5),  reported  three  cases 
of  venous  thrombosis  out  of  86 
cases  and  Larson  (4)  reported  four 
cases  of  venous  thrombosis  in  205 
patients  with  FUO. 


Occasionally,  a patient  with 
multiple  small  pulmonary  emboli 
may  have  a fever  of  obscure  origin 
without  any  other  clinical  symptoms 
and  signs.  Pelvic  vein  thrombosis 
and/or  iliofemoral  DVT  may  cause 
protracted  fevers  (2,4-6)  without  the 
presence  of  pulmonary  emboli. 
Evidence  of  pelvic  and/or  peripheral 
venous  thromboembolism  should  be 
explored  in  patients  who  have 
undergone  recent  surgery  in  that 
region.  In  the  elderly  patient, 
pulmonary  embolism  might  be  an 
important  cause,  particularly  in 
bedridden  patients  (6). 

The  best  approach  for  patients 
with  FUO  is  to  keep  in  mind  the 
relative  frequency  of  the  causes  of 
fever  and  to  recall  that  the  three 
most  common  causes  of  FUO  are 
still  infections,  neoplasms,  and 
multisystem  diseases.  DVT  and 
pulmonary  emboli  constituted  only 
a small  percentage  of  causes  of 
FUO  in  all  previously  reported 
series,  and  was  the  probable  cause 
in  5.6%  in  our  series. 

Before  a patient  can  be  legitimately 
labeled  as  having  FUO,  a complete 
history  and  physical  examination 
must  be  performed  along  with 
laboratory  screening  tests  and  a 
chest  radiograph.  A thorough  history 
focuses  on  genetic  background,  travel, 
exposure  to  biological  agents  and 
chemicals,  occupation  and  sexual 
habits.  The  rapidity  with  which  the 
diagnosis  is  pursued  depends  on 
the  patient’s  overall  state. 

Interestingly,  there  has  been  a 
gradual  increase  in  the  number  of 
lower  extremity  venous  duplex 


imaging  exams  ordered  by  our 
infectious  disease  consultants  in  the 
last  three  years  to  rule  out  DVT  as  a 
cause  of  fever.  This  can  probably  be 
attributed  to  the  increasing 
awareness  of  our  infectious  disease 
consultants  to  DVT  as  a probable 
cause  of  FUO. 

Conclusion 

In  our  study,  DVT  was  the  cause 
of  fevers  in  6%  of  our  patients  with 
FUO.  Venous  thrombosis  and/or 
pulmonary  embolism  should  be 
borne  in  mind  in  evaluation  of  FUO. 
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Abstract 

Vasovagal  (neurocardiogenic) 
syncope  is  the  most  common  type 
of  syncope  in  the  pediatric 
population.  An  extensive  and 
expensive  workup  is  not  indicated 
in  patients  with  a consistent 
history.  By  reproducing  the  effects 
of  gravitational  stress,  tilt  table 
testing  confirms  the  diagnosis  and 
avoids  unnecessary  and  often 
unrewarding  investigations. 


Introduction 

Syncope  is  defined  as  transient 
loss  of  conciousness  and  postural 
tone  followed  by  spontaneous 
recovery.  A common  cause  in 
children  is  vasovagal 
(neurocardiogenic)  syncope, 
accounting  for  about  50%  or  more 
of  all  cases. 

As  many  as  15%  - 20%  of  children 
and  adolescents  will  have  experienced 
syncope  by  adulthood  (1).  Until 
recently,  a large  number  of  these 
cases  eluded  definitive  diagnosis, 
but  the  recent  availability  of  tilt 
table  testing  confirms  the  diagnosis 
in  most  cases. 

This  article  presents  our  experiences 
utilizing  tilt  table  testing  in  children 
suspected  to  have  vasovagal  syncope. 

Methods 

The  records  of  18  patients  (10  boys 
and  eight  girls;  mean  age  14  years) 
with  a history  of  syncope  who  had 
undergone  tilt  table  testing  at  the 
Marshall  University  School  of 
Medicine  between  April  12,  1994  and 
June  8,  1995  were  reviewed.  These 
patients  had  been  referred  to  us  by 
pediatricians  and  family  practitioners. 

Evaluation  included  detailed 
history  and  physical  examination 
and  twelve  lead  electrocardiograms. 
Some  had  neurologic  evaluation 
and  other  diagnostic  studies  including 
Holter  monitoring,  computed 
tomography,  electroencephalography, 
echocardiography,  exercise  testing, 
and  magnetic  resonance  imaging  at 
the  discretion  of  the  referring  or 
examining  physician. 

Written  informed  consent  was 
obtained,  and  the  tilt  table  test  was 
done  with  the  patients  in  the  fasting 
state.  A peripheral  venous  line  was 
also  started.  The  patients  were  tilted  at 
60  degrees,  except  for  patient  #1, 
who  was  tilted  at  90  degrees,  and 
patients  #17  and  #18,  who  were  tilted 
at  70  degrees.  The  patients  were 


connected  to  an  electrocardiographic 
monitor  for  continuous  evaluation  of 
heart  rate  and  rhythm.  Baseline 
heart  rate  and  blood  pressure  were 
recorded  and  tilting  was  started. 
Blood  pressure  was  monitered 
every  few  minutes  with  continuous 
electrocardiographic  monitoring. 
None  of  the  patients  were  given 
isoproterenol. 

If  syncope  developed  during  the 
test,  the  patient  was  quickly 
returned  to  the  supine  position.  If 
no  syncope  occcured,  the  patient 
was  tilted  for  30-60  minutes.  A 
positive  response  was  defined  as 
hypotension  or  bradycardia  or  both, 
associated  with  symptoms. 

All  patients  who  had  a positive  tilt 
table  test  received  medical  therapy 
(Table  1).  Six  patients  with  a negative 
test,  but  whose  histories  were  strongly 
suggestive  of  neurocardiogenic 
syncope  also  received  medical 
treatment.  The  average  followup 
was  145  days.  Five  patients  with 
negative  tilt  table  test,  one  of  whom 
was  treated  with  atenolol,  did  not 
have  a followup  at  the  time  of  review. 

Results 

Eight  out  of  18  patients  (44.4%) 
had  a positive  tilt  table  test,  defined 
as  symptoms  with  hypotension 
and/or  bradycardia  (Table  1).  The 
mean  time  to  syncope  was  20.7 
minutes. 

One  patient  experienced  dizziness 
and  another  patient  complained  of 
nausea  during  the  test  without  any 
significant  drop  in  blood  pressure 
or  heart  rate.  Ten  other  patients 
who  had  a negative  tilt  table  test 
were  tilted  for  a period  of  45-60 
minutes,  and  one  for  30  minutes. 
One  patient  had  a history  of  atrial 
septal  defect  repair,  and  two  had 
non-sustained  ventricular  tachycardia 
on  Holter  monitoring,  which  did  not 
correlate  with  symptoms.  None  of  the 
other  patients  had  any  evidence  of 
organic  heart  disease. 
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Table  1.  Tilt  Table  Testing  Results  for  the  18  Pediatric  Patients. 


PATIENT 

AGE/SEX 

DURATION  OF  TILT 

RESULT 

THERAPY 

FOLLOWUP 

#1 

13F 

5 Minutes 

Positive 

Pseudoephedrine 

Improved 

#2 

16F 

3 Minutes 

Positive 

Fluorocortisone 

Improved 

#3 

13F 

60  Minutes 

Negative 

*Atenolol 

Improved 

#4 

16F 

30  Minutes 

Positive 

Fluoroscortisone 

Improved 

#5 

14M 

45  Minutes 

Negative 

None 

#6 

10M 

14  Minutes 

Positive 

Fluorocortisone 

Improved 

#7 

11M 

30  Minutes 

Negative 

None 

#8 

15F 

45  Minutes 

Negative 

Atenolol 

Improved 

#9 

15M 

60  Minutes 

Negative 

Fluorocortisone 

Improved 

#10 

17M 

45  Minutes 

Negative 

Fluorocortisone 

Improved 

#11 

13F 

45  Minutes 

Negative 

Fluorocortisone 

Improved 

#12 

16F 

50  Minutes 

Negative 

**Atenolol 

#13 

14M 

45  Minutes 

Negative 

None 

#14 

15M 

15  Minutes 

Positive 

Fluorocortisone 

Improved 

#15 

15F 

6 Minutes 

Positive 

Fluorocortisone 

Improved 

#16 

13M 

45  Minutes 

Negative 

None 

#17 

14M 

33  Minutes 

Positive 

Fluorocortisone 

Improved 

#18 

12M 

60  Minutes 

Positive 

Fluorocortisone 

Improved 

*Holter  monitoring  showed  one  episode  of  non-sustained  ventricular  tachycardia,  which  did  not  correlate  with  symptoms. 

**History  of  atrial  septal  defect  repair.  Holter  monitoring  showed  non-sustained  ventricular  tachycardia,  which  did  not 
correlate  with  symptoms. 


All  patients  with  a positive  tilt 
table  test  responded  to  medical 
therapy;  seven  received 
fluorocortisone  and  one 
pseudoephedrine.  Six  patients 
with  a negative  tilt  table  test  also 
received  medical  treatment 
because  of  a strong  history  of 
vasovagal  symptoms;  atenolol  in 
three  patients  and  fluorocortisone 
in  three  patients.  Five  of  these  six 
patients  were  less  symptomatic. 
One  did  not  have  a followup. 

Discussion 

Neurally  mediated  changes  in 
blood  pressure  and  heart  rate 
have  long  been  recognized  as  a 
common  cause  of  syncope  in 
children.  Until  the  recent 


introduction  of  tilt  table  testing,  the 
evaluation  of  suspected  neurally 
mediated  syncope  was  time-consuming, 
expensive  and  often  unrewarding. 

Vasovagal  syncope  is  characterized 
by  recurrent  episodes  of  syncope  or 
near-syncope  preceded  by  pallor, 
nausea,  sweating  and  blurred  vision. 
The  pathophysiologic  mechanism 
responsible  for  neurally  mediated 
syncope  is  still  not  fully  understood. 
The  marked  decrease  in  venous  return 
on  standing  upright  results  in  an 
increased  force  of  right  ventricular 
contraction.  This  activates  the 
mechanoreceptors  in  the  ventricle  which 
in  turn  results  in  an  increase  in  neural 
signals  to  the  brain  stem.  This  then  leads 
to  a paradoxical  decline  in  sympathetic 
activity  with  resultant  decrease  in  heart 
rate  and  vasodilatation  (2).  It  has  been 


observed  that  hypotension  or 
normotensive  hypovolemia  causes 
cerebral  vasoconstriction  (3).  Sudden 
alterations  in  cerebrovascular 
resistance  (i.e.,  vasoconstriction) 
may  play  an  important  role  in  the 
genesis  of  vasodepressor  syncope. 

Tilt  table  testing  can  provide 
evidence  of  autonomic  dysfunction 
by  reproducing  the  effects  of 
gravitational  stress.  The  optimal 
protocol  for  tilt  table  testing  is  not 
yet  defined.  The  variables  include 
the  degree  of  tilt,  duration  of  tilt, 
and  the  use  of  adjuvant  drugs. 
Esmolol  withdrawal  tilt  table  testing 
has  also  been  reported  to  be  safe 
and  effective  in  the  young  (4).  The 
sensitivity  and  specificity  with  20 
minute-tilt  table  testing  in  children 
has  been  reported  to  be  57%  and 
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83%  respectively  (5).  The  sensitivity 
of  the  test  increases  significantly  at 
all  angles  of  tilt  with  the  addition  of 
isoproterenol  (6).  However,  the  use 
of  isoproterenol  has  been  criticized 
due  to  concern  over  lack  of 
specificity.  None  of  our  patients 
received  isoproterenol. 

A Vasovagal  International  Study 
Classification  of  tilt-induced  syncope 
has  been  published  (7).  In  type  I 
(mixed  response),  the  heart  rate  first 
increases  and  then  decreases,  but 
remains  above  40  beats/min  (or  is 
less  than  40  beats/min  for  less  than 
10  seconds),  without  asystolic  intervals 
of  3 seconds  or  more.  In  type  Ha 
(cardioinhibitory  response),  the 
heart  rate  first  increases  and  then 
decreases  to  less  than  40  beats/min 
for  more  than  10  seconds,  or  there 
is  asystole  for  greater  than  3 seconds. 
Blood  pressure  decreases  before  the 
heart  rate  decreases. 

Type  IIB  includes  the  above 
criteria  for  type  Ha,  except  that  the 
blood  pressure  decreases  at  or  after 
the  time  at  which  the  heart  rate 
decreases.  In  type  III  (vasodepressor 
response),  the  heart  rate  increases 
initially  and  then  decreases  by  less 
than  10%  from  its  peak  value  at 
time  of  syncope.  A decrease  in 
blood  pressure  accounts  for  syncope. 

It  has  been  reported  that  all 
normal  children  have  fluctuations  in 
heart  rate  of  less  than  20  beats/ 
minute  (8).  In  patients  with 
neurocardiogenic  instability,  these 
fluctuations  are  more  pronounced. 
Neurocardiogenic  instability  is  more 
common  in  girls  than  in  boys. 

Extensive  testing  is  not  indicated 
in  patients  whose  initial  evaluation 
is  consistent  with  vasovagal  syncope. 
In  one  study  which  compared  tilt 
table  testing  with  other  tests,  more 
than  98%  of  the  studies  other  than 
tilt  table  testing  were  normal  (9). 
Only  one  of  our  patients  had  a 
history  of  congenital  heart  disease 
(atrial  septal  defect  repair)  and  two 
patients  had  asymptomatic 
non-sustained  ventricular  tachycardia 
on  Holter  monitoring. 

Tilt  table  testing  in  children  is  also 
helpful  in  the  evaluation  of 
exercise-related  syncope,  recurrent 
unexplained  seizures,  and  survivors 


of  sudden  infant  death  syndrome. 
Patients  with  recurrent  idiopathic 
exercise-related  syncope  have  been 
evaluated  with  tilt  table  testing  and 
have  responded  to  treatment  (10). 

Patients  with  recurrent  unexplained 
seizures,  unresponsive  to  antiseizure 
medications  have  also  been  evaluated 
with  tilt  table  testing.  Some  of  these 
patients  underwent  tilt  table  tests 
with  electroencephalographic 
monitoring,  which  showed  diffuse 
brain  wave  slowing  (not  typical  of 
epilepsy)  during  the  convulsive 
episode  (11).  In  addition,  children 
who  have  recurrent  seizures  with 
normal  electroencephalograms  and 
who  fail  to  respond  to  medical 
therapy  should  be  considered  for  tilt 
table  testing. 

Treatment  consists  of  educating 
patients  and  parents  and  avoiding 
known  precipitating  factors. 
Fluorocortisone,  beta-one  adrenergic 
blocking  agents,  transdermal 
scopolamine,  disopyramide, 
theophylline,  fluoxetine 
hydrochloride,  biofeedback,  and 
permanent  pacemakers  have  been 
used  to  treat  this  condition.  In  one 
report  of  21  young  patients  with 
syncope,  60%  obtained  symptomatic 
relief  from  chronic  oral  treatment 
with  metoprolol  (12). 

Recently,  it  has  been  shown  that 
sertraline  hydrochloride,  a serotonin 
reuptake  inhibitor,  can  be  effective 
in  preventing  syncope  in  patients 
who  either  do  not  tolerate  or  do  not 
respond  to  standard  treatment 
including  fludrocortisone,  transdermal 
scopolamine,  beta-adreneigic  blocking 
agents,  and  disopyramide  (13). 
Alpha-adrenergic  agonists  like 
pseudoephedrine  also  relieve 
symptoms  in  patients  with  vasovagal 
syncope  without  significant  side 
effects  (14). 

Conclusion 

An  extensive  workup  is  not 
indicated  in  the  pediatric  patients 
with  a history  consistent  with 
vaovagal  syncope,  except  in  those 
with  underlying  congenital  or 
acquired  heart  disease,  exercise 
related  syncope,  unexplained 
seizures,  or  a strong  family  history 


of  syncope  or  sudden  death.  Tilt 
table  testing  performed  early  may 
prevent  the  need  for  other  more 
expensive  and  unrewarding  tests. 
Patients  with  negative  tilt  table  tests 
who  have  a strong  history  of 
syncope  may  also  benefit  from  a 
trial  of  medical  therapy. 
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General  News 


AMA  president  to  deliver  address  on  health 
reform  at  WVSMA’s  Annual  Meeting  in  August 


Percy  Wootton,  M.D.,  a private 
practitioner  of  internal  medicine 
with  a subspecialty  in  cardiology 
who  will  become  president  of  the 
AMA  in  June,  will  deliver  a 
presentation  on  “Health  System 
Reform  1997,  ” on  Saturday,  August  23 
during  the  WVSMA’s  130th  Annual 
Meeting  at  The  Greenbrier  in  White 
Sulphur  Springs. 

Dr.  Wootton’s  address  is  set  to 
begin  at  9:30  a. m.  during  the 
Second  Session  of  the  WVSMA 
House  of  Delegates,  and  his 
remarks  will  include  a Washington 
update.  In  addition,  Dr.  Wootton 
will  participate  in  the  two  Lunch  & 
Learn  panels  which  are  scheduled 
during  this  year’s  Annual  Meeting. 

Dr.  Wootton  was  born  in 
Burkeville,  Va.,  and  received  his  M.D. 
degree  from  the  Medical  College  of 
Virginia/Virginia  Commonwealth 
University.  He  completed  his 
internship  in  internal  medicine  at 
Roanoke  Memorial  Hospital,  and  his 
residency  in  cardiology  at  the  Medical 
College  of  Virginia.  From  1960-62,  Dr. 
Wootton  was  an  active  member  of  the 
U.S.  Naval  Reserves. 


Wootton 


Dr.  Wootton  and  his  wife,  Dr. 

Jane  Pendleton  Wootton,  who  is  in 
private  practice  in  physical  medicine 
and  rehabilitation,  reside  in 
Richmond  where,  in  addition  to  his 
internal  medicine  practice,  he  is  an 
associate  professor  of  medicine  at 
the  Medical  College  of  Virginia.  He 
also  serves  as  a member  of  the 
Richmond  Academy  of  Medicine 
Alliance,  the  Medical  Society  of 
Virginia  Alliance,  and  AMA  Alliance. 


A former  president  of  the  Medical 
Society  of  Virginia,  Dr.  Wootton  is  also 
a past  president  of  the  Richmond 
Academy  of  Medicine  and  the 
Richmond  Society  of  Internal 
Medicine.  He  also  served  as  president 
of  the  Richmond  Area  Heart 
Association  in  1972  and  the  Virginia 
Heart  Association  in  1975,  and  was 
appointed  to  the  American  Heart 
Association’s  Council  of  Clinical 
Cardiology  in  1965. 

Prior  to  his  election  to  the  AMA 
Board  of  Trustees  in  1991,  Dr. 

Wootton  had  served  as  a member  of 
the  AMA  House  of  Delegates  since 
1973.  A member  of  the  AMA’s  Council 
on  Legislation  since  1985,  he  was  a 
key  participant  in  the  formulation  of 
AMA’s  “Health  Access  America.” 

A fellow  of  the  American  College 
of  Physicians  and  an  associate 
fellow  of  the  American  College  of 
Cardiology,  Dr.  Wootton  served  on 
the  Board  of  the  Commission  on 
Laboratory  Accreditation  from  1991-96, 
as  an  AMA  commissioner  to  the 
JCAHO  from  1993-96,  and  as 
president  of  the  AMA  Education  and 
Research  Foundation  from  1993-94. 


Be  A Part  Of  The  Action!!! 

WVSMA’s  1 30th  Annual  Meeting 
August  20-23,1997 
The  Greenbrier 
White  Sulphur  Springs 

(Please  turn  to  page  377 for  more  details!) 


374  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Dr.  Foster  honored  by  Multiple  Sclerosis  Society 


Dr.  Daniel  Foster  of  Charleston, 
who  is  the  chairman  of  the  WVSMA’s 
Mid-Winter  Clinical  Conference 
Committee,  recently  received  the 
1996  MS  Circle  of  Leadership  Award 
from  the  West  Virginia  Chapter  of 
the  National  Multiple  Sclerosis 
Society.  This  award  is  presented  to 
those  persons  who  have  made 
significant  contributions  to  their 
industry  and  their  community.  It  is 
the  highest  honor  given  by  the 
National  Multiple  Sclerosis  Society. 

Dr.  Foster  is  a board  member  of 
the  American  Red  Cross,  United 
Way,  the  American  Cancer  Society, 
and  the  West  Virginia  Education 
Fund.  He  is  a team  leader  for  the 
Kanawha  Coalition  for  Community 
Health  and  head  coach  for  John 
Adams  Youth  Basketball  League  of 
Charleston.  In  addition,  Dr.  Foster  is 
a member  of  the  Charleston  Rotary 
Club,  Anvil  Club,  and  Blessed 
Sacrament  Church. 


Dr.  Daniel  Foster  proudly  holds  the  1996  MS  Circle  of  Leadership  Award  he  received 
from  the  West  Virginia  Chapter  of  the  National  Multiple  Sclerosis  Society.  Pictured 
with  him  are  Thad  Epps,  honorary  chairman  of  the  Circle  of  Leadership  Campaign, 
and  Asa  Fuller,  chairman  of  the  board  of  the  WV  Chapter  of  the  National  MS  Society. 


Dr.  Mendoza  recognized  by  WVU  Dept,  of  Surgery 


Dr.  Mendoza  is  congratulated  by  Dr.  Gordon  Murray,  chairman  of  WVUs 
Dept,  of  Surgery,  after  being  awarded  a special  plaque  in  honor  of  his 
many  years  of  service  to  the  department. 


Catalino  B.  Mendoza  Jr.,  M.D.,  F.A.C.S.,  a 
general  surgeon  and  surgical  oncologist 
who  is  chairman  of  the  WVSMA’s  Cancer 
Committee,  was  recently  honored  by  the 
WVU  Dept,  of  Surgery  for  his  many  years 
of  service.  Dr.  Gordon  Murray,  chairman 
of  the  department,  awarded  Dr.  Mendoza 
a commemorative  plaque  at  the  fall  meeting 
of  the  WV  Chapter  of  the  American  College 
of  Surgeons  in  Morgantown. 

Dr.  Mendoza,  a member  of  the  United 
Hospital  Center  Medical  Staff  in  Clarksburg, 
has  had  a long  and  illustrious  association 
with  the  WVU  Dept,  of  Surgery.  He  joined 
the  faculty  in  1963  as  a clinical  professor 
of  surgery  and  he  still  continues  to  provide 
consultation  services  to  the  department. 

Dr.  Murray  called  Dr.  Mendoza  “one  of 
the  most  faithful  and  responsible  members 
of  our  clinical  faculty.  He  has  been  very 
active  in  our  teaching  program,  with  his 
principle  role  in  teaching  endoscopy.  An 
exemplary  clinical  teacher,  his  primary  role 
has  been  to  provide  hands-on  instruction 
in  both  upper  and  lower  GI  endoscopy  to 
surgical  residents.” 
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Medical  Meetings 


Betsy  Suter  Gooding  named  first  emeritus 
member  of  Office  Managers  Association 


Betsy  Suter  Gooding,  one  of  the 
founders  of  the  Office  Managers 
Association  of  Health  Care 
Providers,  Inc.,  has  been  named  an 
emeritus  member  of  this  organization. 

Mrs.  Gooding  and  several  of  her 
colleagues  launched  the  first  ever 
medical  office  managers  association  in 
West  Virginia  in  1984,  an  oiganization 
which  today  has  more  than  475 
members  and  14  chapters  statewide. 
Not  only  is  she  a founder,  but  Mrs. 
Gooding  also  served  as  the  first 


The  West  Virginia  Academy  of 
Ophthalmology’s  50th  Annual 
National  Spring  Meeting  will  take 
place  April  24-27  at  The  Greenbrier 
in  White  Sulphur  Springs. 

Featured  speakers  at  this  year’s 
event  include  Steven  Newman,  M.D. 
(neuro-ophthalmology);  Morton 
Goldberg,  M.D.,  (retina),  Dunbar 


To  fill  the  critical  need  for  easily 
accessible,  authoritative  clinical 
information  pertaining  to  cancer 
diagnosis  and  treatment,  the  newly 
formed  not-for-profit  Solid  Tumor 
Oncology  Education  Foundation  is 
providing  free  educational  programs. 


The  American  Journal  of  Medical 
Quality,  the  official  quarterly  journal 
of  the  American  College  of  Medical 
Quality,  is  seeking  papers  on  a 
standing  basis  that  advance  the 
theoretical  knowledge  of  quality 
assessment  and  improvement.  The 
editors  are  requesting  articles  from 


Charleston  Chapter  president,  as  state 
vice-president  of  public  relations,  and 
as  state  historian. 

After  a 17-year  management  career 
with  a private  physician  and  in 
system-owned  hospital  practices,  Mrs. 
Gooding  is  now  president  of  Practice 
Advantage,  a specialized  consulting 
group  to  the  health  care  industry.  She 
is  currently  working  with  a multisite 
health  care  practice  and  is  active  in  the 
health  care  speaking  circuit 
throughout  the  state. 


Hoskins  Jr.,  M.D.,  (managed  care); 
and  Eugene  Helveston,  M.D., 
(pediatric  ophthalmology).  The  WV 
Academy  of  Ophthalmology 
designates  this  CME  program  for  12 
credit  hours  of  Category  1 for  the 
AMA’s  Physician’s  Recognition  Award. 

For  more  details,  contact  Pam 
Stevens  at  (304)  343-5842. 


The  Foundation  offers 
presentations  at  local,  state  and 
regional  oncology  meetings,  as  well 
as  telephone  audioconferences  on  a 
variety  of  subjects. 

For  more  information,  phone 
1-800-223-8978. 


all  aspects  of  the  field  with  diversity 
in  presentation  style. 

For  editorial  guidelines,  please 
contact  Lois  Smith,  American 
Journal  of  Medical  Quality,  Penn 
State  University,  777  W.  Harrisburg 
Pike,  Middleton,  Pa.  17057-4898; 
(717)  948-6227. 


March 

7-9  - Management  of  the  HIV- 
Infected  Patient:  A Practical 
Approach  for  the  Primary  Care 
Practitioner,  sponsored  by  Center 
for  Bio-Medical  Communication, 
Inc.,  New  York  City 

10-13  - Alton  D.  Brashear 
Postgraduate  Course  in  Head 
and  Neck  Anatomy,  Virginia 
Commonwealth  University, 
Medical  College  of  Virginia, 
Richmond 

16-19  - American  College  of 
Cardiology,  Anaheim,  Calif. 

20- 23  - American  College  of 
Preventive  Medicine,  Atlanta 

22- 25  - American  College  of 
Physicians,  Philadelphia 

April 

3- 6  - American  Society  for  Laser 
Medicine  and  Surgery,  Inc., 
Phoenix 

5-10  - American  Society  of  Clinical 
Pathologists,  Chicago 

23- 27  - Mid-America  Orthopaedic 
Association,  Hilton  Head  Island 

26-May  3 - Toward  An  Electronic 
Patient  Record  ‘97,  Nashville 

30-May  4 - Critical  Care  ‘97, 
sponsored  by  Center  for  Bio- 
Medical  Communication,  Inc., 
Washington,  D.C. 

May 

4- 7  - American  Association  for 
Thoracic  Surgery,  Washington,  D.C. 

9-16  - 1997  American  Occupational 
Health  Conference,  Orlando 

18-23  - American  Brachytherapy 
Society,  Palm  Beach,  Fla. 

21- 24  - National  Conference  on 
Rural  Health,  Seattle 


Academy  of  Ophthalmology  schedules 
50th  annual  national  spring  meeting 


Solid  Tumor  Oncology  Foundation 
providing  free  educational  programs 


American  Journal  of  Medical  Quality 
issues  standing  call  for  papers 
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Are  you  ready  for  a little 


The  Greenbrier 


August  20-23 , 1997 


• Scientific  Sessions 

• Tournaments 

• Speciality  Meetings 

• Exhibits 

• Lunch  & Learn 

• Receptions 

• Entertainment 

plus , enjoy  all  the  amenities  and  wonderful  atmosphere  of  The  Greenbrier! 

Scheduled  topics  include : "Management  of  Terminal  Pain/'  (cancer) 

"Management  of  chronic  Pain/'  (Degression) 
"Domestic  Voilence" 


Please  be  sure  to  make  hotel  arrangements  early  by  calling  The  Greenbrier, 
1-800-624-6070.  For  more  information  about  other  hotels  in  the  area, 
please  contact  the  WVSMA  at  304-925-0342.  For  your  convenience,  you 
may  register  for  the  conference  by  calling  the  WVSMA  and  using  your 
Visa  or  Mastercard. 


CME  & Special  Events 


Charleston  Area  Medical  Center  - Charleston 


February  3-5 

“Cardiovascular  Conference  at  Snowshoe,”  sponsored  by 
American  College  of  Cardiology  in  cooperation  with  CAMC, 
Mountain  Lodge  Conference  Center,  Snowshoe,  WV 

February  6-7 

“Pediatric  Advanced  Life  Support,”  CAMC  Education  and 
Training  Center 

February  6 

“Suicide  Risk  Assessment  and  Intervention,”  Tom  Ellis,  Psy.D., 
noon  (Teleconference) 

February  20 

“Facilitating  an  Effective  Breast  Feeding  Program  in  the  Early 
Weeks,”  Mother/Baby  Unit,  noon  (Teleconference) 


Marshall  Univ.  School  of  Medicine  - Huntington 


March  4 

“Research  Day:  Opening  Day,”  Rochelle  Hirschhorn,  M.D., 
professor  of  medicine,  chief  of  the  Sect,  of  Genetics,  NY 
School  of  Medicine,  MU  Student  Center 


Over  4 Million  Americans  Will  Need 
A Blood  Transfusion  This  Year. 


We  Are  Counting  On  You  To  Care. 
Give  Blood. 


aa 


BB 


AMERICAN  ASSOCIATION  OF  BLOOD  BANKS 


March  5 

“Research  Day,”  Gateway  Holiday  Inn,  Barboursville 

March  14 

“Nursing  Home  Care  Update  1997,”  Sam  Kidder,  HCFA,  Glade 
Springs  Resort,  Glade  Springs 


Robert  C.  Byrd  HSC  of  WVU  - Morgantown 


March  7-8 

“Urology  Update  1997,”  sponsored  by  WVU  Dept,  of  Urology 

April  10-12 

“AIDS  in  West  Virginia,”  Days  Inn,  Flatwoods 

May  16 

“WVNEC  Ethics  Conference” 


WV  Academy  of  Ophthalmology > - Charleston 


April  24-27 

“WV  Academy  of  Ophthalmology’s  50th  Annual  National 
Spring  Meeting,  White  Sulphur  Springs 
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Success 


Corner 


Becoming  what  one  wants  to  be 
Is  not  achieved  so  easily; 

Is  not  without  some  effort  made, 

And  can’t  be  done  if  one’s  afraid 
To  take  some  chances  on  the  way. 
Success  takes  work;  one  can’t  just  play 
At  life  if  one  has  plans  to  win. 

It  bears  repeating  once  again: 

Becoming  what  one  wants  to  be 
Is  not  achieved  so  easily. 

Put  forth  some  effort  if  you  wish 
To  be  successful  when  you  fish; 

And  all  through  life  it  is  the  same; 

One  must  work  hard  to  win  the  game. 

E.  Leon  Linger,  M.D. 


On  Turning  Sixty 

If  I could  turn  time  with  a pop  gun 
I’d  aim  a shot  right  at  my  knee 
Then  muscles  and  joints  would  all  feel  renewed 
And  once  more  I would  be  thirty-three 

My  face  would  be  smooth  and  look  handsome 
Not  puffy  and  lined  as  right  now 
With  abs  that  are  tight  and  aesthetic 
Not  saggy  and  soft  like  a cow 

I swear  just  last  night  I was  forty  years  old 
With  my  world  and  its  fate  at  my  feet 
Then  the  world,  it  just  shrunk  and,  to  govern  my  fate 
I can’t  party,  or  drink,  or  eat  meat 

But  cheer  up  I am  told,  your  future  is  bright 
With  may  things  waiting  for  me 
Like  heart  attacks,  gout  and  arthritis  galore 
And  dementia,  or  maybe  TB 

So,  I look  with  wan  smile  as  I peer  through  the  door 
Resolutely  I ponder  old  age 
I spit  out  a tooth  as  another  hair  falls 
Not  to  worry  ...  I can’t  see  this  page 

Samuel  Henson,  M.D. 


Bureau  for  Public  Health  News 


This  page  of  material  is  submitted  and 
paid  for  by  the  Bureau  for  Public  Health. 


Comment  period  on  CAMC’s 
revised  infectious  medical  waste 
management  plans  to  end  Feb.  22 

The  West  Virginia  Department  of  Health  and  Human 
Resources,  Bureau  for  Public  Health,  will  be  accepting 
public  comments  on  Charleston  Area  Medical  Center’s 
(CAMC)  revised  infectious  medical  waste  management 
plans,  including  incinerator  operations,  until  February  22. 
These  comments,  as  well  as  comments  from  the  public 
hearing  at  the  West  Virginia  Cultural  Center  on 
Wednesday,  January  22,  will  be  used  as  a basis  for  the 
Bureau  to  determine  whether  to  grant  a permit  to 
operate  an  upgraded  consolidated  incinerator  near 
CAMC’s  General  Division. 

Written  comments  on  the  plans  can  be  submitted  until 
February  22,  and  should  be  sent  to: 

Henry  G.  Taylor,  M.D.,  M.P.H.,  Commissioner 

Bureau  for  Public  Health 

Department  of  Health  and  Human  Resources 

Building  3,  Room  518 

State  Capitol  Complex 
Charleston,  WV  25305 

For  more  information,  call  the  Bureau  at  (304)  558-2981. 

State  senator  receives  national 
award  for  work  on  diabetes  law 

West  Virginia  State  Senator  Don  Macnaughtan  was 
recently  awarded  the  Joseph  W.  Cullen  Award  for 
Outstanding  Contributions  to  Chronic  Disease 
Prevention  and  Control  by  the  Association  of  State  and 
Territorial  Chronic  Disease  Program  Directors.  Senator 
Macnaughtan  was  presented  with  the  award  during  a 
special  ceremony  as  part  of  the  Eleventh  National 
Conference  on  Chronic  Disease  Prevention  and  Control 
in  Phoenix,  Arizona  on  December  3. 

The  award  is  given  annually  to  an  individual  outside 
the  traditional  public  health  field  who  has  made 
outstanding  contributions  in  the  field  of  chronic  disease 
through  legislation,  education  or  awareness  messages  in 
the  media  or  other  means  of  promoting  good  health. 

Senator  Macnaughtan  was  nominated  for  the  award 
by  the  staff  of  the  West  Virginia  Bureau  for  Public  Health 


because  of  his  work  in  drafting  and  shepherding  legislation 
in  the  state  which  increased  insurance  coverage  for 
persons  with  diabetes,  and  for  his  efforts  in  increasing 
awareness  of  the  disease  which  affects  an  estimated 
98,000  people  in  West  Virginia. 

Senator  Macnaughtan  became  an  advocate  for  the 
awareness  and  prevention  of  diabetes  after  his  daughter 
was  diagnosed  with  the  disease.  He  and  his  wife, 
Marlene,  a nurse,  are  active  with  the  American  Diabetes 
Association  and  the  Juvenile  Diabetes  Foundation,  and, 
in  addition,  she  is  a member  of  the  West  Virginia 
American  Diabetes  Association  Board  of  Directors. 

Senator  Macnaughtan  holds  a Ph.D.  in  chemistry  from 
Purdue  University.  He  resides  in  New  Martinsville  where 
he  has  worked  for  Bayer  Corporation  for  over  20  years, 
and  he  serves  as  senator  from  the  state’s  Second  District. 

Thanks  in  part  to  the  senator’s  efforts,  in  April  1996 
West  Virginia  become  the  sixth  state  in  the  nation  to 
enact  comprehensive  diabetes  insurance  reform  through 
Senate  Bill  #312.  This  law  mandates  that  most  major 
medical  and  group  insurance  companies  and  health 
maintenance  organizations  cover  supplies,  equipment, 
medications,  and  self-management  education  to  the 
same  extent  they  provide  coverage  for  the  complete 
treatment  of  other  diseases. 

Insurance  coverage  for  diabetes  is  a chronic  disease 
issue  because  self-management  skills  are  the  foundation 
for  survival,  enhanced  quality  of  life  and  cost  savings  for 
people  with  diabetes.  Without  tools  and  knowledge  to 
care  for  themselves,  people  with  diabetes  are  at  high 
risk  for  devastating  complications  such  as  blindness, 
amputations,  heart  disease,  renal  disease,  and  premature 
death.  Diabetes  is  the  seventh  leading  cause  of  death  in 
West  Virginia. 

For  more  information  on  diabetes  in  West  Virginia,  call 
the  Bureau’s  Diabetes  Control  Program  at  (304)  558-0644. 

WV  Tobacco  Control 
Conference 

March  9 -11, 1997 
Charleston  Marriott  Hotel 

For  more  information, 
call  (304)  558-0644 
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Offices  are  Shrinking. 

Budgets  are  Tight. 


Are  you  expanding?  Moving? 
Downsizing?  Let  us  help.  Our  space 
planning  pros  know  how  to  maximize 
office  productivity  and  space  utilization. 
They  do  it  so  you  can  get  the  optimal 
payback  for  your  investment. 

Kimball  Cetra®  and  Footprint®  are  the 
ultimate  solution  to  fast  changing 
needs.  Their  high  quality  and  low  price 
make  them  the  “best  buy”.  To  learn  how 
versatile  they  are,  just  call.  The  phone 
number  is  listed  right  below. 


Participating  Dealer  for 
AMERINET,  VHA  ACCESS, 
and  COLUMBIA/HCA 


Custom  Office  Furniture 

Two  miles  north  of  the  state  capitol 
1260  Greenbrier  Street,  Charleston,  WV  25311 
(800)  734-2045  • 343-0103 


Smith,  Cochran  8t  Hicks 

Certified  Public  Accountants 


MEDICAL  PRACTICE  MANAGEMENT 


Revenue  practice  analyses 
Physician  practice  valuations 
Certificates  of  need 

Financial  audits  for  healthcare  institutions 
HCCRA  rate  applications  sc  annual  uniform  financial  reports 


Beckiey  Bridgeport 

Montgomery  Oak  Hill 

Charleston 


345-1151 


Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  of  "WVU, 
Communications  Division,  Morgantown 


New  system  sparks 
leadership  changes 


Westfall  McClymoncls 


The  creation  of  the  West  Virginia 
United  Health  System,  which  will 
include  WVU  Hospitals  in 
Morgantown  and  United  Hospital 
Center  in  Clarksburg,  has  lead  to 
some  leadership  changes. 

Bernard  Westfall  will  be  president 
of  the  new  system.  He  was 
president  of  WVUH  from  1987 
through  1996. 

Bruce  McClymonds  is  WVUH’s 
new  president.  He  has  been  in 
charge  of  hospital’s  day-to-day 
operations  for  the  last  two  years, 
and  of  its  financial  operations  for 
seven  years. 

Bruce  Carter  will  continue  to 
serve  as  president  of  UHC. 

The  West  Virginia  Legislature,  in 
October  1996,  gave  WVUH  the 
go-ahead  to  establish  the  system. 
Late  in  November,  the  boards  of 
both  WVUH  and  UHC  approved  the 
affiliation  agreement  that  sets  the 
standards  for  the  hospital  group. 

Westfall  will  guide  the  new 
system  through  a series  of  steps  that 
must  be  complete  before  the 
hospitals  can  formally  affiliate. 
“We’re  hoping  to  begin  operation  as 
a system  around  March  1,”  he  says. 


McQuain  endows 
chairs  of  neurology, 
rheumatology 


Gutmann  DiBartolomeo 


In  December,  Morgantown 
philanthropist  Hazel  Ruby  McQuain 
endowed  two  chairs  in  the  WVU 
School  of  Medicine.  Dr.  Ludwig 
Gutmann  was  named  to  the 
McQuain  Chair  of  Neurology,  and 
Dr.  Anthony  DiBartolomeo  was 
named  to  the  McQuain  Chair  of 
Rheumatology  and  Arthritic  Diseases. 

Dr.  Gutmann  has  been  affiliated 
with  WVU  since  1966.  In  1970,  he 
was  named  professor  and  chair  of 
the  Department  of  Neurology,  and 
in  1973  he  was  named  a professor 
in  the  WVU  Department  of  Physiology 
and  Biophysics.  Dr.  Gutmann  received 
his  medical  degree  from  Columbia 
University.  He  received  an  honorary 
doctorate  degree  from  the  University 
of  Mainz,  Germany,  in  1993- 

Dr.  DiBartolomeo,  who  earned 
his  undergraduate  and  M.D.  degrees 
from  WVU,  has  been  a faculty 
member  since  1976,  when  he  was 
named  chief  of  the  Section  of 
Rheumatology.  Dr.  DiBartolomeo  is  a 
professor  of  medicine  and  associate 
dean  for  clinical  affairs.  He  is  founding 
chair  of  the  Group  on  Resident 
Affairs  of  the  Association  of 
American  Medical  Colleges. 

McQuain  has  contributed  more 
than  $13  million  to  the  Robert  C. 
Byrd  HSC  since  1984. 


Video  links  Iowa 
prof,  WVU  residents 

WVU  ophthalmology  residents 
are  studying  diseases  of  the  eye 
with  Dr.  Robert  Folberg,  professor 
of  ophthalmology  and  pathology  at 
the  University  of  Iowa,  via 
Mountaineer  Doctor  Televison 
(MDTV).  Dr.  Folberg  uses  MDTV 
system  to  interact  with  residents  at 
WVU,  and  to  transmit  and  receive 
images  of  healthy  and  diseased  eyes. 

MDTV,  which  provides  two-way 
video  communications  among  15 
hospitals,  clinics  and  other  health 
care  sites  in  West  Virginia,  is  used 
within  the  state  for  medical 
consultations,  and  for  education. 

This  is  the  first  time  it  has  been 
used  to  link  faculty  outside  the  state 
to  classes  held  in  West  Virginia. 

The  project  is  a cost  effective  way 
to  address  a problem  facing  many 
residency  training  programs  for  eye 
physicians:  they  are  required  to 
provide  training  in  pathology,  yet 
many  do  not  have  an  ophthalmic 
pathologist  on  the  faculty. 

WVU,  state  honored 
for  Sharpe  Hospital 

The  American  Psychiatric 
Association  has  honored  Sharpe 
Hospital  as  an  example  of 
successful  collaborative  work 
between  a university  and  a state 
government. 

The  WVU  School  of  Medicine 
and  the  West  Virginia  Department  of 
Health  and  Human  Resources 
earned  honorable  mention  at  the 
1996  meeting  of  the  Institute  for 
Psychiatric  Services,  held  recently  in 
Chicago.  They  were  cited  for  their 
work  to  convert  the  old  Weston 
Hospital  into  an  accredited  mental 
health  facility. 
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West  Virginia  Chapter  - American  College  of  Surgeons 


Annual  Spring  Meeting 


May  1-3, 1997 
The  Greenbrier 

White  Sulphur  Springs,  WV 


Larry  Carey,  M.D. 

Chairman,  Department  of  Surgery 

University  of  South  Florida  College  of  Medicine 

“Pancreatitis” 


Eva  Singletary,  M.D. 
Surgical  Oncologist 
M.D.  Anderson  Hospital 
“Breast  Cancer” 


Speakers  from  the  Southwestern  Pennsylvania  Chapter,  the  West  Virginia  Chapter  and  residents  from 
WV  training  programs  will  complete  the  program.  Golf  tournament  and  reception  on  Friday.  Registration 
fee  is  $100  and  10.5  CME  hours  are  available.  For  more  information,  contact  Sharon  Bartholomew  at 
(304)  598-2802.  For  room  reservations,  contact  The  Greenbrier  at  (800)  624-6070. 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Robert  E.  Pollard,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 

FAX  (304)  353-0215 


Marshall  University 
School  of  Medicine  News 


Compiled from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


Generalist  curriculum 
highly  praised  by 
students,  mentors 

Marshall  medical  students  are 
among  a select  group  nationwide 
participating  in  an  experimental 
curriculum  that  could  fundamentally 
change  the  way  physicians  are 
trained. 

Now  in  its  second  year,  the 
Interdisciplinary  Generalist  Curriculum 
provides  students  with  ongoing 
patient  contact  beginning  just  weeks 
into  their  first  year  of  training.  First- 
and  second-year  students  are 
assigned  to  a primary  care  physician, 
with  whom  they  work  two  half-days  a 
month. 

Tom  Rittenger,  a second-year 
student,  said  his  first  day  out  in  the 
field  he  found  it  hard  to  believe  he 
was  just  three  weeks  into  medical 
school  and  already  using  a 
stethoscope.  But  that  work  has 
translated  into  confidence  and  a 
heightened  diagnostic  awareness. 

“I  can’t  imagine  a medical  school 
that  didn’t  have  this  program,” 
Rittenger  said.  “The  confidence  I’ve 
gained  from  my  mentor  is 
unbelievable.  I may  not  know 
precisely  what’s  wrong,  but  I can 
tell  when  something  is  wrong  with 
a patient.” 

Students  build  on  classroom 
instruction,  progressing  from  taking 
vital  signs  to  giving  physical  exams 
and  writing  patient  histories.  They 
have  small-group  sessions  with 
primary  care  doctors  where  they 
learn,  for  instance,  the  differences 
between  examining  a child  and  an 
adult,  and  they  study  clinical  cases 
from  an  interdisciplinary  perspective. 


They  also  learn  more  subjective 
skills,  such  as  how  to  communicate 
with  patients  of  different  ages  and 
backgrounds. 

Dr.  Brad  Richardson,  one  of  the 
program’s  77  mentors,  said  the 
program  brings  textbook  material 
alive  for  students,  as  well  as 
integrating  the  various  aspects  of 
medicine.  “I  think  it’s  excellent,”  he 
said.  “It  infuses  meaning  into  the 
knowledge.  That  is  what  they  really 
went  to  medical  school  for.” 

Dr.  Patricia  Kelly  directs  the 
program,  which  is  designed  to 
foster  a commitment  to  general 
medicine  and  give  students  a better 
understanding  of  both  the 
continuum  of  care  and  the  human 
side  of  medicine. 

“Underlying  all  this  is  the  need  to 
have  knowledgeable,  yet 
compassionate  and  understanding 
physicians,”  she  said.  “Why  wait  to 
nurture  those  attitudes  and  skills 
until  the  final  two  years  of  medical 
school?” 

The  three-year  demonstration 
project  is  taking  place  at  10  U.S. 
medical  schools,  funded  through 
grants  from  the  Health  Resources 
and  Services  Administration. 

Biomedical  Ph.D. 
named  “Program  of 
Excellence” 

The  University  System  of  West 
Virginia  Board  of  Trustees  has 
designated  Marshall’s  doctoral 
program  in  biomedical  sciences  as  a 
“Program  of  Excellence.” 

The  board’s  Graduate/Professional 
Degree  Program  Review  Committee 
cited  the  program’s  “high  level  of 
faculty  productivity  with  respect  to 
external  grants  and  publications, 
and  the  high  level  of 
accomplishment  of  the  students.” 


Dr.  Leonard  J.  Deutsch,  dean  of 
the  MU  Graduate  School,  said  the 
Ph.D.  in  biomedical  sciences  was 
one  of  only  four  graduate  programs 
statewide  in  1996  to  be  recognized 
as  a “Program  of  Excellence.” 

Dr.  Howard  Aulick,  the  medical 
school’s  assistant  dean  for  research 
and  graduate  education,  was 
pleased  with  the  recognition 
particularly  because  it  is  based  on 
the  productivity  of  the  faculty.  He 
pointed  that  while  the  program’s 
faculty  is  one  of  the  smallest  in  the 
country,  extramural  funding  per 
biomedical  science  faculty  member 
at  Marshall  ranked  above  the  30th 
percentile  for  all  medical  schools  in 
the  United  States. 

Aulick  said  this  recognition  by  the 
Board  of  Trustees  confirmed  earlier 
designation  of  the  biomedical 
sciences  program  as  a Marshall 
University  Center  of  Excellence. 

Gyn/oncologist  joins 
Marshall  faculty 

Gerard  J.  Oakley,  M.D.,  has  joined 
the  faculty  of  the  School  of 
Medicine.  Dr.  Oakley  comes  to  MU 
from  the  Wright  Patterson  Air  Force 
Base  in  Dayton,  Ohio,  where  he 
was  chief  of  the  Division  of 
Gynecologic  Oncology. 

A Phi  Beta  Kappa  graduate  of 
Michigan  State  University,  Dr. 

Oakley  earned  his  M.D.  at  the 
University  of  Michigan.  He  did  his 
residency  training  at  Wright  State 
University,  and  his  fellowship  at  the 
University  of  Minnesota. 

He  has  received  numerous 
awards,  including  the  Wright  State 
University/Miami  Valley  Hospital 
Resident  Research  Award  in  1986 
and  1987,  the  Armed  Forces  District 
Fellows’  Award  in  Oncology  and 
Pathology,  and  the  Wright  State 
University  CREOG  Teaching  Award. 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 

The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

1 -304-697-7242  1 -304-697-7304 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.' 


COULD  YOU  USE  AN  EXTRA  $10,000? 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


eral vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call:  1-304-697-7242  1-304-697-7304 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE* 


Obituaries 


Harry  S.  Weeks  Jr.,  M.D. 


Dr.  Harry  S.  Weeks  Jr.,  70,  of 
Wheeling,  who  was  a national  leader 
in  the  field  of  medical  peer  review,  died 
January  7 at  Ohio  Valley  Medical  Center 
in  Wheeling  of  cancer. 

Dr.  Weeks  received  his  A.B.  degree 
from  West  Virginia  University  in  1949 
and  his  M.D.  from  the  University  of 
Maryland  School  of  Medicine  in  1953. 

He  interned  at  Mercy  Hospital  in 
Baltimore,  and  completed  his  residency  in  anesthesiology  at 
the  former  Ohio  Valley  General  Hospital  in  Wheeling. 

Dr.  Weeks  began  medical  practice  in  Clarksburg  in 
1956.  In  1957,  he  moved  to  Wheeling  where  he 
practiced  at  Ohio  Valley  Medical  Center  for  nearly  40 
years.  He  also  practiced  at  Wheeling  Hospital  and  East 
Ohio  Regional  Hospital  in  Martins  Ferry. 

In  addition  to  his  practice,  Dr.  Weeks  was  nationally 
prominent  in  the  field  of  medical  peer  review.  In  the 
early  1970s,  he  was  instrumental  in  writing  the  laws  that 
govern  the  quality  oversight  of  the  federal  Medicare 
program.  Since  1975,  he  has  headed  the  West  Virginia 
Medical  Institute  in  Charleston,  an  organization  that 
performs  quality  oversight  for  Medicare,  Medicaid  and 
the  Department  of  Veterans  Affairs.  Most  recently,  Dr. 
Weeks  had  been  active  in  what  he  called  “the  second 
generation  of  medical  peer  review,”  the  development  of 
national  treatment  guidelines  for  the  VA  health  care  system. 

A WVSMA  member  since  1957,  Dr.  Weeks  served  as 
chairman  of  the  Joint  Conference  Committee  from  1965-66 
and  was  then  appointed  to  the  Council  in  1967  and  named 
chairman  of  the  WVSMA’s  Committee  for  Medical 
Economics.  After  serving  on  Council  for  three  years,  he 
was  elected  vice  president  of  the  WVSMA  in  1969; 
president-elect  in  1970,  and  served  as  president  from 
1971-72.  From  1973-75,  Dr.  Weeks  was  an  alternate 
delegate  to  the  AMA  House  of  Delegates,  and  then 
served  as  a delegate  to  the  AMA  House  of  Delegates 
until  December  1991. 

A past  president  of  the  American  Association  of 
Professional  Standards  Review  Organization,  Dr.  Weeks 
was  chairman  of  the  Legislative  Committee  for  the 
American  Health  Quality  Association  and  was  the 
former  clinical  director  of  the  anesthesiology  residency 
program  at  Ohio  Valley  Medical  Center.  He  was  a 
clinical  professor  of  anesthesiology  at  the  WVU  School 
of  Medicine,  a Fellow  of  the  American  College  of 
Anesthesiologists,  a Diplomat  of  the  American  Board  of 
Anesthesiologists . 


During  his  career,  Dr.  Weeks  was  also  president  of 
the  West  Virginia  Society  of  Anesthesiologists  and  of  the 
Ohio  County  Medical  Society.  He  was  a member  of  the 
West  Virginia  Board  of  Medicine  for  23  years,  and  vice 
president  of  that  body  for  six  years,  and  a personal 
medical  affairs  advisor  to  several  governors. 

Dr.  Weeks  was  a Navy  veteran  of  World  War  II.  He 
was  active  in  numerous  community  organizations, 
including  the  American  Red  Cross  and  Community 
Foundation  of  the  Upper  Ohio  Valley.  He  was  a 
member  of  Christ  United  Methodist  Church  in  Wheeling. 

Surviving:  wife,  Esther  Haslebacher  Weeks;  son,  John 
E.  of  Wheeling;  daughters,  Karla  J.  Weeks  of  Danbury, 
Conn.,  Barbara  Pitha  of  St.  Clairsville,  Ohio;  mother, 
Neva  S.  Weeks  of  Clarksburg;  sister,  Jean  Allen  of 
Roxbury,  Conn.;  two  grandchildren. 

The  family  suggests  donations  to  Christ  United 
Methodist  Church,  1232  National  Road,  Wheeling,  WV 
26003,  or  to  Ohio  Valley  Medical  Center,  200  Eoff  Street, 
Wheeling,  WV  26003. 

( Please  see  pages  356  and  357 for  a special  editorial 
and  letter  about  Dr.  Weeks.) 
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Plan  to  join  us  for  a discussion  of  the  many  issues  that  face  health 
care  providers,  educators,  and  all  who  deal  with  HIV  infection  in  a 
rural  state.  This  multidisciplinary  program  will  provide  updates  on 
the  medical  care  of  HIV  infection,  provide  training  in  HIV  counseling 
and  reporting,  and  discuss  the  problems  and  successes  of  rural  HIV 
prevention  and  education. 

This  program  is  a joint  effort  of  the  West  Virginia  Department  of 
Health  and  Human  Resources,  Bureau  for  Public  Health,  Office  of 
Epidemiology  and  Health  Promotion,  Division  of  Surveillance  and 
Disease  Control,  AIDS  Program,  WVU  School  of  Medicine  Section  of 
Infectious  Diseases  and  Office  of  CME. 

To  receive  a detailed  brochure  outlining  the  program  contact  the 
WVU  Office  of  CME  at  1-800-WVA-MARS  or  (304)  293-3937 
or  e-mail  cme@wvu.edu  for  more  information. 

This  program  is  being  sponsored  in  cooperation  with  the  West  Virginia  Division  on 
Alcoholism  and  Drug  Abuse,  the  West  Virginia  Department  of  Education,  the  West 
Virginia  American  Red  Cross,  and  the  Mid-Atlantic  AIDS  Education  & Training  Center 


William  C Morgan,  Jr.  M.D.,  F.A.C.S. 


Otologist,  Diplomat,  American  Board  of  Otolaryngology 
Medical  and  Surgical  Treatment  of  Ear  Diseases 

Sheri  L.  Jeffries,  MS,  CCC-A,  Audiologist 

We  offer: 

• ABR  • Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
• Assistive  Listening  Devices  • Electronystagmography 


St.  Francis  Medical  Plaza  • 331  Laidley  Street  • Charleston,  West  Virginia  25301  • 304-345-7100 


AIDS  in  West  Virginia  1997 

Education,  Prevention,  and  Treatment 

United  in  Hope 

April  10-12, 1997 
Days  Inn,  Flatwoods,  WV 


We're  helping  you  keep  West  Virginia  healthy. 


A doctor's  job  is  more  than  healing  patients 
when  they're  sick — doctors  also  work  to  keep 
their  patients  healthy.  Carelink  Health  Plans 
helps  doctors  all  over  the  state  to  provide  the 
wellness  programs  West  Virginians  need 
to  improve  their  health.  Carelink  salutes 
the  West  Virginia  doctors  who  have 
made  the  Carelink  connection  to  providing 
better  health  care  to  their  patients. 


348-2922  or  1-800-348-2922 
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AGAPE  AQUARIUMS 
SALES  & SERVICE  - 

Give  your  office  or  waiting 

room  a new  look  with  a 

freshwater  or  saltwater  tank.  ^ 

Complete  aquarium  packages  available. 

Maintenance  fee  includes  cleaning, 

automatic  fish  feeders,  replacement  fish, 

etc.  Call  (304)  776-5363. 

CONTINENTAL  X-RAY  ROOM  FOR  SALE  - 

New  in  '94,  excellent  condition.  Elevating 
table,  TM  40  Radiographic  high 
frequency  generator,  PM  2000  floor  rail, 
mounted  tube  stand,  RAD  14  radiographic 
X-ray  tube,  linear  MC  manual  collimator 
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along  with  established  call  share.  Contact 
Jean  Ecos  at  (800)  796-1964. 
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MeUicare  Covers 
Mammograms 


For  more  information  call: 

1 -800-4-CANCER  (1-800-422-6237) 
(Breast  cancer/mammograms) 

1-800-638-6833 
(Medicare  coverage) 
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Health  Care  Financing  Administration 


Advertise 
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areas  and  filing  systems  so 
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* Acme  filing  systems 

* Professional  design 

STATIONERS 
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1 Just  a phoney  - 


This  year,  millions  will  file  their 
tax  returns  by  phone  — using 
TeleFile,  a free  service  from  the 
IRS.  The  call  is  easy  and  refunds 
are  fast.  Check  your  mail  for  a 
TeleFile  booklet. 


Department  of  the  Treasury 

Internal  Revenue  Service 

http://www.irs.ustreas.gov 


ill  TeleFile 

It's  free.  It's  fast.  It  works. 
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Mountain  State  Blue  Cross  & Blue  Shield 
and  West  Virginia  Physicians: 


A promise  that  West  Virginians  will 
continue  to  enjoy  quality,  compas- 
sionate care  from  their  physicians... 


A promise  that,  together,  we  can  help 
more  W est  Virginians  enjoy  better 
health... for  life. 


A promise  that  Mountain  State 
Blue  Cross  & Blue  Shield  will 
continue  to  offer  an  extensive 
network  of  participating  physicians, 
independent  health  and  life  agents, 
and  personnel  - as  well  as  innovative 
programs  to  provide  quality 
coverage... 


To  find  out  more,  call  your  independent  health 
and  life  agent  or  1-888-644-BLUE. 


Mountain  State 
BlueCross  BlueShield 

1 on  Can  Trust  the  Best. 


An  independent  licensee  of  the  Blue  Cross  and  Blue  Shield  Association. 

® Registered  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  association  of  independent  Blue  Cross  and  Blue  Shield  plans 


For  your  patients... 

Positron  Emission  Tomography 


Positron  Emission  Tomography  (PET)  is  an  important  new 
diagnostic  tool  available  in  West  Virginia  only  at  West 
Virginia  University.  It  allows  for  the  most  accurate  mapping 
of  physiological  function  available  today.  Clinical  applications 
include: 

• Myocardial  viability  study 

• Whole  body  cancer  staging 

• Tumor  localization 

• Differentiating  tumor  from  radiation  necrosis 

• Defining  originating  sites  of  seizures 

• Recognizing  early  stages  of  Alzheimer’s  Disease 


PET  studies  can  provide  qualitative  and  quantitative 
assessments  of  physiological  function.  These  assessments 
have  proven  to  be  valuable  and  cost  effective  in  cardiology, 
oncology,  neurology,  and  psychiatry  diagnosis. 


Center  for  Advanced  Imaging/PET 

West  Virginia  University 


P.O.  Box  9236 

Morgantown,  WV  26505-9236 

Phone:  (304)  293-7798  Fax:  (304)  293-7142 

Email:  ngupa@WVU.edu 


PET-FDG  STUDY 


MYOCARDIAL  VIABILITY  STUDY 
WVU  PET  CENTER 


PET-FDG  STUDY 


ANAPLASTIC  ASTROCYTOMA 
WVU  PET  CENTER 


PET-FDG  STUDY 


SEIZURES 
WVU  PET  CENTER 
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UNIVERSITY  OF  MARYLAND 
HLTH.  SCIENCES  LIB.-ACQ.  DEPT 
ill  SOUTH  GREENE  STREET 
BALTIMORE  MD  21201 


ordia 

Acordia  of  West  Virginia 

Insurance  Brokers  with  Answers 


Acordia  of  West  Virginia,  Inc. 

One  Hillcrest  Drive,  East 
P.  0.  Box  1551 
Charleston,  WV  25326-1551 
Telephone  (304)  346-0611 

As  one  of  the  Acordia  companies,  Acordia  of 
West  Virginia  operates  from  a network  of 
offices  throughout  West  Virginia,  Virginia, 
eastern  Kentucky  and  North  Carolina. 


Acordia  of  West  Virginia  is  the 
program  agent  for  Medical 
Assurance.  Medical  Assurance  is 
endorced  by  the  West  Virginia 
State  Medical  Association  as  the 
carrier  of  choice.  We  have 
designed  a professional  liability 
program  exclusively  for  West 
V irginia  physicians  with 
protection  offered  by  a West 
Virginia  based  A (Excellent)  rated 
malpractice  insurer. 


For  Additional  Information  Call:  1-800-344-5139  (Ext.  639) 


You  get  wh  at  you  pay  for. 


.Medical 

Assurance 

West  Virginia’s  Finest  Pr ofe ssional  Liability  Insurance 


Medical  Assurance  of  West  Virginia 
i 10  Association  Drive  Charleston,  West  Virginia  233  ; i 
1-800-33  1-6298  / 304-346-8228  / fax  304-346-8283 


1 50  years 

ofcaringfor 
the  country 

1847' 1997 

Make  a commitment  to  your  patients  and  your  profession. 

m mk  p 

Join  or  renew  your  membership  in  the  AMA  today. 
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The  system  is  still  broken 


I am  pleased  to  find  that  the 

West  Virginia  Medical  Journal 
has  such  a widely  diverse 
readership! 

In  response  to  my  column  in  the 
last  issue,  we  received  a Letter  to  the 
Editor  from  Mr.  James  C.  Peterson, 
president  of  the  West  Virginia  Trial 
Lawyers  Association.  (His  letter  is 
reprinted  on  the  opposite  page.) 
Although  I had  not  originally  planned 
to  write  about  the  tort  reform  this 
month,  Mr.  Peterson  raises  several 
issues  to  which  I must  reply. 

First,  neither  I nor  any  other 
physician  condones  true  malpractice 
or  intent  to  harm,  or  gross 
incompetence.  In  West  Virginia,  as 
in  all  other  states,  we  have  a state 
Board  of  Medicine  which  is  charged 
with  the  responsibility  for  assuring 
that  only  properly  trained  and 
credentialed  physicians  are  licensed 
to  practice  medicine  in  the  state. 

The  Board  of  Medicine  also  has 
oversight  for  investigating 
complaints  against  physicians  which 
could  result  in  sanctions  or  loss  of 
license  and  they  are  very 
conscientious  in  carrying  out  these 
duties.  The  Board  of  Medicine’s 
actions  are  always  made  public. 

In  my  travels  around  the  state, 
and  in  my  everyday  dealings  with 
physicians,  I have  found  that  the 
vast  majority  of  physicians  care  very 
deeply  about  the  welfare  of  their 
patients  and  this  concern  goes  far 
beyond  just  caring  about  the 
patients’  medical  problems.  These 
physicians  want  to  do  the  best  for 
their  fellow  man,  woman  or  child. 

Therefore,  the  idea  that  fear  of 
malpractice  lawsuits  is  the  only 
reason  that  these  dedicated 
physicians  provide  good  medical 
care  can  only  be  described  as 
preposterous.  Virtually  no  one 
would  undergo  the  rigorous  medical 


school  and  residency  training 
experience  without  having  a feeling 
of  strong  desire  to  help  those  who 
are  ill. 

No  one  denies  that  physicians, 
like  any  other  human  beings,  make 
mistakes.  However,  the  majority  of 
mistakes  or  bad  outcomes  are  not 
malpractice  or  fodder  for  lawsuits.  I 
seriously  doubt  whether  an  increased 
fear  of  being  sued  had  or  would  have 
had  any  bearing  on  the  unfortunate 
cases  Mr.  Peterson  cited  in  his  letter. 
After  all,  lawsuits  are  filed  after  a 
problem  has  occurred.  We,  as 
physicians,  are  constantly  working  in 
our  hospitals  and  offices  to  decrease 
errors  and  chances  for  error,  but  the 
reason  is  because  we  want  to 
provide  the  best  care  for  our  patients. 

The  cost  of  defensive  medicine 
has  been  well  established.  A recent 
study  from  Stanford  University  by 
David  Kessler,  an  economist,  and 
Mark  McClellan,  a physician, 
compared  Medicare  expenditures 
associated  with  heart  attacks  and 
ischemic  heart  disease  in  nearly 
1.7  million  cases  in  three  different 


years  in  50  states.  They  sorted  states 
into  two  categories,  the  20-odd 
states  which  had  significant  tort 
reform  and  those  that  did  not  have 
significant  tort  reform. 

For  heart  attack  cases,  average 
spending  in  states  with  tort  reform 
rose  17.1%  between  1984  and  1990, 
while  spending  in  states  without 
significant  tort  reform  rose  24%, 
with  no  significant  difference  in 
readmission  or  mortality  rates.  In 
the  ischemic  heart  disease  group 
over  the  same  time  period,  states 
with  tort  reform  saw  costs  rise  8.6%, 
while  states  without  tort  reform  had 
an  18.7%  rise  in  costs  - - again  with 
no  significant  difference  in 
readmission  or  mortality  rates.  We 
can  quantify  this  “hidden  tax.” 

Finally,  I must  address  the  effect 
of  lawsuits  on  physicians.  No  matter 
what  the  supposed  numerical  risks 
of  being  sued,  the  effect  upon  the 
physician  is  very  real  and  can  be 
quite  devastating.  The  length  of 
time  that  physicians  must  spend 
away  from  their  patients  to  review 
records  and  give  and  attend 
depositions  is  often  significant  - - 
time  that  often  cannot  be  optimally 
covered  by  their  colleagues.  The 
stress  on  the  patient-physician 
relationship  and  the  loss  of  trust 
that  can  result  has  been  well 
documented,  and  it  may  take  the 
physician  years,  if  ever,  to  fully 
recover  that  feeling  of  trust. 

Especially  devastating  is  what 
happened  to  a West  Virginia 
physician  practicing  in  Kanawha 
County.  He  was  named  as  one  of 
several  physicians  and  a hospital  in 
a medical  lawsuit  and  he  chose  to 
go  to  trial  (with  the  agreement  of 
his  insurance  company)  because  he 
felt  that  the  claim  against  him  was 
groundless.  The  case  was  certified 
to  proceed,  even  though  the  statute 
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of  limitations  had  expired.  The 
other  defendants  eventually  settled, 
leaving  him  as  the  sole  remaining 
defendant  by  the  end  of  the  trial. 

The  verdict  was  for  $2.4  million 
and  this  physician  was  deemed  to 
be  liable  for  15%  of  the  plaintiffs 
complaint.  However,  in  West 
Virginia,  a state  with  no  tort  reform 
and  several  liability  statutes,  this 
physician  was  liable  for  all  of  the 
$2.4  million  award,  which  exceeded 
the  policy  limits  of  his  insurance  at 
that  long  ago  time.  The  insurance 
company  refused  to  pay  the  award 
pending  appeal.  Therefore,  the 


plaintiffs  lawyers  began  proceedings 
to  take  the  physician’s  house, 
automobiles,  and  life  savings  (he 
had  a child  in  college  and  another 
finishing  high  school). 

This  physician  was  forced  to 
declare  bankruptcy  to  keep  from 
losing  everything  he  had  ever 
worked  for.  His  health  deteriorated 
and  his  family  was  placed  under 
severe  stress.  Due  to  his  poor  health, 
he  was  forced  to  drop  his  appeal  of 
this  verdict.  The  award  was  finally 
paid  by  the  insurance  company 
over  a year  later.  By  this  time,  the 
physician’s  health  had  deteriorated 


to  the  point  that  he  was  forced  to 
retire  (he  was  not  yet  retirement  age). 

It  was  not  until  recently  that  this 
physician  was  able  to  emerge  from 
bankruptcy.  For  him  the  costs  of  an 
unreformed  tort  system  have  been 
very  steep  - - too  steep  in  fact. 

This  case  is  just  one  example  of 
the  high  price  physicians  must  pay 
in  our  state  because  we  do  not  have 
tort  reform.  WE  ARE  ALL  AT  RISK! 

Ronald  E.  Cordell,  M.D.,  F.A.C.R. 

P.S.  Please  see  page  52  for  Dr.  Ward’s 
editorial  about  Mr.  Peterson ’s  letter. 


Letter  to  the  Editor 


Ronald  Cordell,  as  president  of 
the  West  Virginia  State  Medical 
Association,  just  does  not  get  it 
( “The  system  is  broken,  ” Jan/Feb.) 
Pointing  fingers  and  blaming  others 
for  problems  it  has  brought  on  itself 
truly  reveals  a “broken”  system  in 
need  of  repair. 

Cordell  betrays  his  self-serving 
agenda  by  allowing  his  column  to 
degenerate  into  anti-lawyer  dogma, 
blaming  attorneys  for  malpractice 
claims.  But  despite  his  attempt  to 
pass  the  buck,  the  medical  and 
insurance  industries  are  the  ones 
who  have  failed  to  address  the  root 
cause  of  medical  malpractice  lawsuits 
in  America:  negligent  medical  care. 
More  than  80,000  Americans  are 
killed  annually  and  hundreds  of 
thousands  more  are  injured  due  in 
part  to  medical  malpractice, 
according  to  extrapolations  based 
on  the  Harvard  Medical  Practice 
Study.  Our  newspapers  and 
airwaves  are  filled  with  the  stories 


of  people  like  Willie  King,  whose 
surgeon  amputated  the  wrong  foot, 
and  Betsy  Lehman,  who  was 
wrongly  administered  a fatal  dose  of 
a chemotherapy  drug.  Combine  this 
crisis  in  health  care  safety  with  the 
advent  of  assembly-line  managed 
medicine,  and  it’s  quite  clear  that 
the  last  thing  Congress  should  do  is 
tear  down  the  main  safety  net 
protecting  patients  from  malpractice. 

Cordell’s  fear  of  liability  and  his 
linking  of  costly  “defensive”  treatment 
to  our  laws  is  groundless.  According 
to  a recent  Tillinghast-Towers-Perrin 
study,  medical  malpractice  costs 
amounted  to  just  8 percent  of  the 
total  1994  cost  of  the  U.S.  tort  system. 
Only  7 percent  of  all  tort  claims  in 
1992  involved  any  type  of  professional 
malpractice,  including  medical 
negligence,  according  to  the 
National  Center  for  State  Courts.  Yet, 
just  one  in  every  eight  incidents  of 
medical  negligence  results  in  a legal 
claim,  according  to  the  Harvard  study. 


If  these  numbers  tell  us  anything, 
it’s  that  too  few  malpractice  claims 
are  filed.  Yet,  physicians  continue  to 
“substantially  overestimate  their  risk 
of  being  sued,”  Congress’  Office  of 
Technology  Assessment  reported  in 
1994.  Rather  than  trying  to  absolve 
itself  of  accountability,  the  medical 
industry  should  spend  its  energy 
first  healing  itself. 

The  only  benefactors  of  so-called 
tort  “reforms”  are  powerful 
companies,  insurers  and  the  medical 
industry  - - not  exactly  the  “little  guy.” 
Such  legislation  would  severely 
restrict  the  rights  of  West  Virginians 
injured  due  to  no  fault  of  their  own 
to  make  sure  the  wrongdoers  don’t 
get  away  with  it.  But  I guess  Mr. 
Cordell  doesn’t  care  about  justice 
and  personal  responsibility. 

James  C.  Peterson,  President 
West  Virginia  Trial  Lawyers 
Association 
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Editorial 


Tort  reform 


The  president  of  the  West 
Virginia  Trial  Lawyers 
Association  has  chosen  to 
take  issue  with  the  WVSMA  and  our 
President  Dr.  Cordell  over  his  message 
in  the  January/February  Journal. 

In  that  President’s  Page,  Dr.  Cordell 
noted  the  enormous  cost  of 
defensive  medicine  attributable  to 
fear  of  assault  on  physicians’ 
reputations,  pocketbooks  and  time, 
and  further  notes  that  “No  other 
profession  is  held  hostage  to  the  tort 
system  to  the  degree  of  physicians.” 
He  recommends  tort  reform. 

In  his  protest  to  Dr.  Cordell,  Mr. 
James  C.  Peterson,  apparently  in 
defense  of  what  he  considers  to  be 
the  unfair  charge  that  lawyers  pick 
on  doctors,  tells  us  in  his  letter 
which  we  have  published  on  the 
previous  page  “ ...  medical  malpractice 
costs  amounted  to  just  8 percent  of 
the  total  1994  cost  of  the  U.S.  tort 
system.”  Let’s  see  now,  medical 
liability  insurance  costs  in  1994 
were  probably  about  $7  billion 
dollars,  give  or  take  a few  million.  If 
that  number  is  8 percent  of  the 
total,  the  total  tort  costs  must  have 
been  $87  billion  or  so.  We  all  know 
that  plaintiffs  attorneys  grab  about 


the  first  40  percent  which  makes  the 
take  for  lawyers  in  1994  about  $34 
or  $35  billion  for  doing  nothing 
whatsoever  creative,  constructive  or 
useful  for  mankind.  Pretty  nice 
pickings. 

Is  it  any  wonder  that  such 
questionably  honest  and  genuinely 
borderline  and  disreputable  people 
make  up  the  majority  of  any  trial 
lawyers’  group? 

In  the  remainder  of  his  letter,  Mr. 
Peterson  trots  out  the  usual  slippery 
evasions,  the  accusations,  the  veiled 
insults  and  the  anecdotes  we  have 
come  to  expect  from  his  ilk.  His 
characterization  of  plaintiff  attorneys 
as  “the  main  safety  net  protecting 
patients  from  malpractice”  is 
laughable.  These  are  maggots  feeding 
at  the  sore  edge  of  human  misery. 

With  the  kind  approval  of 
FORBES  Magazine,  we  reprint 
another  pertinent  article  on  the  next 
page  which  speaks  of  defensive 
medicine  costs  and  suggests  as  a 
cure  a “radical  lawyerectomy.”  Both 
Dr.  Cordell  and  Peter  Huber,  author 
of  the  article  in  FORBES,  are  rather 
conservative  in  their  estimations  of 
these  costs.  Mr.  Huber  suggests  a 
savings  of  $50  billion  yearly  in 


medical  care  costs  could  readily  be 
made.  Many  multiples  of  that  figure 
are  made  by  others  were  doctors 
relieved  of  the  threats  they  now 
encounter  daily.  Other  than  plaintiff 
attorneys,  few  dispute  the  wisdom 
of  doctors  resorting  to  defensive 
measures  to  protect  themselves  in 
view  of  the  predatory  nature  of 
plaintiff  attorneys. 

The  plenitude  of  lawyer  jokes  in 
recent  years  comes  straight  from  the 
heart  of  Americans.  The  majority  of 
Americans  realize  with  great 
conviction  that  our  courts  and 
lawyers  need  control.  We  all  need 
tort  reform.  In  a major  way  through 
lower  medical  care  costs  we  will  all 
benefit  from  tort  reform  with  the 
possible  exception  of  plaintiff 
attorneys. 

But  who  is  left  feeling  kindly 
toward  them? 

Dr.  Cordell  was  exactly  right  in 
his  recommendation  for  tort  reform. 

Stephen  D.  Ward,  M.D. 

Editor 

P.S.  Please  see  the  President’s  Page 
on  page  50  for  Dr.  Cordell’s  response 
to  Mr.  Peterson ’s  letter. 
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Special  Article 


Rx:  radical  lawyerectomy 


Reprinted  By  Permission  of 
FORBES  Magazine  © Forbes  Inc., 
1997 : 


How  do  you  trim  $20  billion  a 
year  from  Medicare?  That’s  about 
what  it  will  take  to  stave  off 
bankruptcy.  The  easiest  way: 
amputate  lawyers. 

It  can  be  done.  In  1995  Congress 
immunized  community  health  care 
centers  from  malpractice  suits.  The 
federal  government  now  covers  the 
claims  incurred  by  these  federally 
subsidized  clinics  — claims  are 
heard  by  a judge,  not  a jury,  and 
there  are  no  punitive  awards.  The 
clinics  save  an  estimated  $40  million 
in  malpractice  insurance.  That  funds 
treatment  for  an  additional  half-million 
indigent  patients. 

Why  stop  there?  The  country 
spends  about  $8  billion  a year 
treating  elderly  heart  disease 
patients.  Cap  awards,  abolish 
punitive  damages,  implement  a few 
other  direct,  financial  limits  on 
medical  malpractice  suits,  and  you 
reduce  hospital  expenditures  on 
cardiac  patients  by  5%  to  9%. 

If  limits  like  these  had  been 
written  into  federal  law,  nationwide 
spending  on  cardiac  disease  in  the 
late  1980s  would  have  been  $600 
million  a year  lower.  Extrapolate 
these  results  to  medical  spending 
generally  — a debatable  but 
reasonable  enough  basis  for 
estimation  — and  you  find  that  tort 
reform  would  save  the  country  as  a 
whole  well  over  $50  billion  a year. 

But  how  much  more  negligent 
medicine  would  that  encourage? 
How  many  more  cardiac  patients 
would  die?  How  many  more  would 
get  inferior  treatment  and  suffer  a 
second  heart  attack  as  a result?  The 


best  estimate:  None  at  all.  Nor 
would  any  true  victims  of  negligence 
go  uncompensated.  The  reforms 
we’re  talking  about  here  don’t 
eliminate  liability,  they  just  place 
sensible  limits  on  windfalls  and 
double-dipping.  They  are  in  fact 
already  part  of  the  law  in  many  states. 

The  numbers  I cite  come  from  a 
very  important  paper,  “Do  Doctors 
Practice  Defensive  Medicine?” 
written  by  Daniel  Kessler  and  Mark 
McClellan,  both  of  Stanford  University. 
The  paper  appeared  in  the  May  1996 
Quarterly  Journal  of  Economics. 


Medical  tort  reform 
would  save  the 
country  $50  billion 
a year. 


The  authors  analyze  data  on  all 
elderly  Medicare  beneficiaries 
hospitalized  for  serious  heart 
disease  in  1984,  1987  and  1990.  The 
study  correlates  spending  for 
medical  care  with  state  tort  laws. 
About  three  patients  in  five  were 
treated  in  states  that  placed  no 
direct  limits  on  rights  to  sue.  But 
two  in  five  were  hospitalized  in 
states  that  did.  Direct  liability  limits 
have  clear,  strong  effects  on  medical 
spending,  the  study  concludes. 

But  that’s  just  the  first  half  of  the 
story.  Previous  studies  — most 
notably  one  conducted  by  Harvard 
Medical  School  in  1990  — asked 
panels  of  doctors  to  review  patient 
files  and  attach  subjective  judgments 
about  adverse  outcomes  and 
deficient  treatment.  Much  of  the 
“negligence”  identified  in  this  way 
had  no  significant  impact  on  the 


ostensible  victim.  Studies  like  this 
didn’t  reveal  much  about  the 
consequences  of  malpractice 
litigation  because  they  didn’t  pin 
down  the  consequences  of 
malpractice  itself. 

With  elderly  cardiac  patients  there 
are  objective  standards  for  assessing 
ineffective  care:  Patients  die,  or  they 
end  up  back  in  a cardiac  ward  not 
long  after  discharge. 

Analyzing  the  record  on  these 
solid  criteria,  Kessler  and  McClellan 
reach  a second,  clear  conclusion: 
None  of  the  liability  reforms  studied 
“led  to  any  consequential  differences 
in  mortality  or  the  occurrence  of 
serious  complications.” 

If  liability  doesn’t  force  doctors  to 
provide  better  treatment,  why  does 
it  boost  the  cost  of  medicine  so 
sharply?  Unlimited  liability  gets  you 
more  medicine,  not  better.  Lawyer- 
shy  doctors  administer  tests  willy- 
nilly,  and  hand  off  patients  to 
specialists  with  great  alacrity.  They 
know  that  the  surest  way  to  avoid 
liability  is  to  dispatch  your  problem 
patient  to  someone  else  — a lab 
technician  or  another  doctor.  This 
can  go  on  indefinitely.  It’s  very 
expensive.  And  medically  useless. 

Congress  has  generally  left 
medical  malpractice  reform  to  the 
states.  But  when  Medicare  and 
Medicaid  patients  sneeze,  it’s  the 
federal  Treasury  that  catches  cold. 
No  principle  of  federalism  requires 
federal  taxpayers  in  Montana  to  pay 
for  Mississippi  medicine  ordered  up 
by  the  lawyers  there,  not  the 
doctors  or  the  patients. 

The  best  place  for  Congress  to 
balance  the  Medicare  budget  is  on 
the  backs  of  trial  lawyers.  These 
lawyers  are  not  old,  not  poor  and 
not  needed. 
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Editorial 


Managed  care  pessimism 


The  rapid  escalation  of 

enrollment  in  managed  care 
vehicles  by  Americans  has 
led  to  a cloud  of  pessimism  among 
American  doctors.  There  is  no  doubt 
about  that. 

With  charts  and  graphs  projected 
outward  to  future  years,  gleeful 
proponents  of  centrally  managed 
and  controlled  medicine  point  to  a 
rapidly  approaching  time  when  any 
and  all  opposition  to  this  avenue  to 
universally  controlled  medical  care 
will  surrender.  They  may  be 
overlooking  a major  stumbling 
block  or  two. 

It  is  true  that  many  doctors  have 
reluctantly  and  with  obvious  pain 
signed  on  to  various  managed  care 
plans,  but  these  same  doctors  would 
quickly,  enthusiastically  and  joyfully 
resign  from  any  of  these.  There  are 
a few  doctors  making  out  quite  well 
in  the  inner  sanctum  of  the 
management  ranks  of  managed 
care,  but  if  one  cares  to  examine 
the  regard  in  which  these  are  held 
by  their  colleagues,  it  quickly 
becomes  obvious  that  neither  the 
reputation  nor  the  popularity  of 
these  opportunists  has  been 
enhanced,  only  their  bank  accounts. 
The  managed  care  system  is  built 
on  a very  shaky  foundation  as  far  as 
the  hired  help  goes. 

Some  will  argue,  correctly,  that 
organized  medical  power  and 
influence  is  not  what  it  was  in  years 
past.  This  is  to  overlook  the 
possibility  that  changing 
circumstances  or  ill  fortune  might, 
in  fact,  increase  that  power  and 
influence  and  change  the  entire 
disposition  and  character  of 


organized  medicine.  As  a fairly 
minor  illustration,  one  could  point 
to  the  fact  that  organized  medical 
groups  in  any  country  with  a centrally 
controlled  system  are  not  without 
significant  power  and  influence.  In 
fact,  it  could  be  said  that  organized 
medicine  in  those  countries  is  for 
the  most  part  feared,  if  for  no  other 
reason  than  that  it  can  threaten  to 
halt  or  withhold  medical  care  for 
the  entire  country.  “Don’t  get  the 
doctors  upset,”  is  a caution  well 
known  to  hospital  administrators  in 
this  country  but  not  yet  considered 
by  the  centralized  control  enthusiasts 
who  find  it  difficult  even  to  be 
polite  to  organized  medicine. 

By  far  the  most  important 
omission  in  the  plans  of  managed 
care  advocates  is  consideration  of 
the  effect  of  managed  care  on  our 
patients,  their  subscribers.  The  joy 
and  enthusiasm  over  their 
phenomenal  enrollment  figures  and 
their  even  more  phenomenal  profit 
figures  tends  to  obscure  the  fact  that 
with  increased  enrollment  comes  a 
greatly  increased  volume  of 
unhappiness  and  dissatisfaction  with 
the  level  of  care  those  burgeoning 
multitudes  of  enrollees  are  receiving 
from  “managed  care.” 

A reassuring  question  to  consider 
is  how  else  are  increased  numbers 
of  the  general  public  to  know  just 
how  rotten  a deal  they  have  gotten 
if  the  number  of  them  receiving 
rotten  care  does  not  increase  at 
some  point?  Every  one  of  those  new 
enrollees,  becoming  ill  and 
discovering  the  true  merits  of 
managed  care,  becomes  a recruit  in 
our  efforts  to  spread  the  truth  about 


managed  care.  It  is  a rare  individual 
who  can  use  only  his  intellectual 
powers  of  analysis  to  discover  what 
managed  care  is  all  about.  A person 
or  someone  in  that  person’s  family 
must  get  sick  first.  The  sales  pitch 
always  seems  too  good  to  be  true 
for  the  unwary  mark,  and,  too 
often,  it  is  too  good  to  be  true.  That 
pitch  for  managed  care  is  generally 
an  outright  lie. 

As  more  and  more  people 
experience  managed  care  personally, 
they  invariably  begin  to  see  the 
light.  When  enough  of  them 
complain  loud  enough  to  their 
employer  or  their  union  agent,  the 
statistics,  the  charts  and  the  profit 
margins  will  start  to  change  direction. 

This  is  no  time  for  surrender  or 
even  dejection.  It  is  a time  for 
indignation  at  the  falsehoods  and 
misconceptions  being  foisted  on 
our  patients.  It  is  time  for  us  to  take 
up  our  responsibility  to  tell  our 
patients  directly  and  forcefully  just 
how  they  are  being  shortchanged  in 
the  care  we  are  permitted  to  give 
them  under  their  managed  care  plan. 
We  need  to  do  this  at  every 
opportunity  that  presents  itself  and 
there  are  plenty  of  these. 

We  need  to  explain  the  benefits 
and  the  wisdom  of  Medical  Savings 
Accounts.  We  need  to  support  the 
efforts  of  organized  medicine  in 
opposing  the  sorry  managed  care 
plans.  We  need  to  do  these  things 
with  an  air  of  optimism. 

The  truth  about  managed  care 
cannot  be  hidden  for  very  long. 

Stephen  D.  Ward,  M.D. 

Editor 
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Guest  Editorial 


Socialized  medicine  - - The  other  side  of  the  story 


Let  us  not  forget  why  we 
went  into  medicine.  It  is 
becoming  difficult  to  stay 
focused.  In  the  article  “Model 
programs  for  defusing  physician 
stress”  which  appeared  in  the 
January  27  issue  of  Medical 
Economics,  author  Michael  Jahn 
states  “If  you  believe  the  adage  that 
stress  provides  opportunity  for 
psychological  growth,  then  managed 
care  is  rapidly  shoving  doctors  along 
the  path  of  self-actualizaton.” 

But  is  managed  care  being  used 
as  a form  of  socialized  medicine 
whereby  various  corporate  entities 
(HMOs,  hospitals,  “doctor-friendly” 
management  companies,  and 
insurance  companies)  are  buying 
out,  employing  and  controlling 
physicians? 

With  an  offer  of  short-term 
contracts  with  no  guarantee  of 
contract  extension  or  salary  and  a 
non-compete  clause,  do  we  see 
physicians  (once  independent 
practitioners  of  the  healing  arts) 
now  transformed  into  a dependency 
status? 

Rather  than  the  patient  being  a 
component  of  socialized  medicine, 


the  physician  is  now  socialized. 

With  such  job  insecurity  among 
highly-trained  individuals  who 
make  daily  decisions  pertaining  to 
life  and  death,  will  we  see  the 
advent  of  time  shares  for  nomadic 
physicians  who  transverse  the  states 
of  this  great  nation? 

What  social  science  engineers 
tried  to  accomplish  in  health  care 
legislatively,  is  now  being 
accomplished  via  the  back  door. 
Since  independent  physicians, 
traditionally  the  patient’s  advocate, 
are  difficult  for  corporate  entities  to 
control,  then  place  doctors  in  a 
position  where  control  is  assured. 
This  could  be  a brilliant  strategy  if 
people  are  not  informed  about  it. 
Just  as  the  Plains  Indians,  fierce  in 
battle,  were  conquered  by  killing 
their  buffalo  and  starving  them  into 
submission,  so  do  corporate  entities 
want  an  environment  where 
independent  physicians  cannot 
make  a living  pursuing  their  own 
practice  and  helping  patients  obtain 
good  care  in  a “managed  care” 
environment. 

If  the  physician  is  in  a position  of 
“involuntary  servitude,”  then 


patients  will  be  in  a system  of 
socialized  medicine  via  the  back 
door  and  the  patient’s  choice  will 
be  compromised.  Exclusive 
contracts  will  be  the  rule  of  the  day. 
The  truth  about  the  demise  of  the 
Plains  Indians  was  not  known  nor 
taught  in  high  school  American 
history  until  recently.  Will  we  be 
ashamed  of  what  is  happening  in 
the  practice  of  medicine  and  the 
compromise  of  the  Hippocratic  Oath? 

Do  not  let  stress  and  the 
paperwork  hassle  divert  us  from 
why  we  became  physicians.  To  care 
for  patients  and  to  strive  to  deserve 
their  trust  is  almost  beyond  our 
greatest  fulfillment.  A patient  knows 
if  you  are  his/her  advocate.  These 
truths  were  self-evident  and  defined 
by  Hippocrates  (The  Father  of 
Medicine,  460  B.C.  to  375  B.C.) 
when  he  said  “If  I keep  this  oath 
faithfully,  may  I enjoy  my  life  and 
practice  my  art,  respected  by  all 
men  and  in  all  times;  but  if  I swerve 
from  it  or  violate  it,  may  the  reverse 
be  my  lot.” 

Max  A.  Harned,  M.D. 

Bruceton  Mills 
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Special  Article 


Who’s  in  charge? 


This  article  is  reprinted  with 
permission  from  the  AAPS  News. 

When  Americans  are  asked 
who  should  be  in  charge 
of  medical  care,  their 
answer  is:  patients. 

Focus  groups  conducted  by  the 
American  Hospital  Association 
showed  that  if  a “system”  is  perceived 
to  be  operating  at  all,  it  seems 
designed  to  block  access,  reduce 
quality,  and  limit  spending  at  the 
expense  of  patients.  (The  study  is 
available  at  http:/www.amhpi.com/ 
eyeonpatients). 

Such  a system  is  not  unprecedented. 
In  the  December  1996  issue  of  the 
St.  Louis  Lawyer ; Ken  Vuylsteke 
referred  to  an  article  in  the 
December  11,  1937  issue  of  the 
Journal  of  the  American  Medical 
Association,  concerning  developments 
in  sickness  insurance  in  Berlin: 

“Under  the  old  regulations,  the 
insurance  patient  was  permitted 
(with  certain  limits)  a free  choice  of 
physician  ...  At  the  party  congress  in 
Nuremburg,  the  national  fuhrer  of 
physicians,  Dr.  Wagner,  delineated 
contemplated  restrictive  measures 
on  the  patient’s  free  choice  of 
physician  ...” 

A new  form  of  payment  was  also 
introduced:  “the  insurance  doctor 
will  be  paid  a certain  sum  for  the 
care  of  the  insured  ...  Consequently,  ... 

it  is  to  his  advantage  that  his 
patients  remain  in  health,  as 
illness  now  means  only 
additional  work  for  him  without 
extra  compensation.” 

The  Berlin  correspondent 
recognized  the  danger:  “a  doctor 
motivated  by  the  desire  to  see  naught 
but  health  may  relax  his  careful 
observation  of  insurance  patients  or, 


quite  unconsciously,  become  loath 
to  recognize  true  disease.” 

Under  American  plans  adopting 
similar  methods,  complaints  about 
such  effects  abound.  In  a recent 
survey  of  physicians  in  Tucson, 
Arizona,  72%  stated  that  managed 
care  had  a negative  impact  on 
the  quality  of  care,  and  82% 
stated  that  it  had  a negative  effect 
on  patient-physician  relationships 
(. Arizona  Daily  Star  1/10/97). 

Obviously,  “managed-care  plans 
involve  an  inherent  conflict  of 
interest,”  as  “most  doctors  are  now 
double  agents”  (Angell  M,  Kassirer  JP, 
NEngl  J Med  1996;335:883-5). 

The  proposed  remedy  is  “quality 
assurance”  or  “continuous  quality 
improvement.”  This  may  be  compared 
(ibid.)  to  the  man  with  the  shovel 
who  follows  the  circus  elephants. 

The  “laudable”  goal,  to  be 
inculcated  in  residents,  is 
“epidemiologic  accountability,” 
although  “in  a society  that  highly 
values  concern  for  the  individual 
person,  U.S.  physicians  have 
difficulty  reconciling  their  obligation 
to  the  individual  patient  with  the 
concept  of  preserving  medical 
resources  for  the  entire  population” 

(. Mayo  Clinic  Proc  1996;71:201-4). 

The  problems  have  been  well 
described:  “Most  of  what  passes  for 
quality  improvement  can  justifiably 
be  viewed  as  thinly  veiled  cost 
containment  or  marketing.”  Further, 
there  is  a “paucity  of  evidence  that ... 
previous  quality-assurance  programs 
actually  did  anything  to  improve 
outcomes  for  patients”  (Chassin, 
NEngl  J Med  1996;335:1061-2.)  For 
one  thing,  “deficiencies  in  the  care 
of  sick  patients  ...  could  easily  be 
overlooked  or  swamped  by  minor 
(and  inexpensive)  successes  among 
the  healthy  (Angell,  Kassirer,  op  cit .) 


But  if  we  object  to  having 
managed-care  companies  take 
charge,  what  is  the  alternative? 

“Although  I’m  hardly  a communist, 

I think  sometimes  that  managed  care 
and  the  for-profit  motive  in  health 
care  is  inevitably  turning  me  into 
one,”  stated  editor  Lawrence  Faltz, 
M.D.  (NySSIM  News  Fall/Winter  1996). 

“Conservatives,”  opposed  to 
outright  socialization,  nonetheless 
often  promote  increased  government 
intervention  as  the  remedy  — even 
if  a 30-fold  increase  in  the  number 
of  laws  since  our  great-grandparents’ 
generation  has  not  necessarily  made 
us  better  off.  For  example,  the  most 
egregious  features  of  some 
managed-care  contracts,  such  as  the 
“gag-rule,”  might  be  outlawed.  The 
enforcement  costs,  however,  were 
estimated  by  the  Congressional 
Budget  Office  to  be  more  than  $90 
million  in  6 years,  just  to  investigate 
0.25  to  0.5%  of  the  more  than 
345,562,800  contracts  between 
physicians  and  HMOs. 

If  we  reject  the  corporate 
executives,  and  a fuhrer  with  an  M.D. 
degree,  and  the  HCFA  bureaucracy 
as  candidates  to  take  charge  of 
medical  care,  we’re  left  with  what 
Americans  want:  power  to  the  patients, 
as  with  Medical  Savings  Accounts. 

This  idea  has  aroused  strong 
opposition  from  surprising  sources: 
Gail  Shearer,  health  policy  director 
for  Consumers  Union,  is  concerned 
that  money  that  used  to  be  spent  on 
health  care  might  be  diverted  to 
other  things,  if  MSAs  were  without 
oversight.  She  is  also  troubled  with 
potential  loopholes  in  the  750,000 
cap,  say  by  overcounting  the 
previously  uninsured.  (Persons  who 
have  been  without  insurance  for  at 
least  six  months  are  not  counted  in 
the  limit.)  Consumers  Union  will 
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attempt  to  thwart  efforts  to  expand 
MSAs  to  Medicare  and  Medicaid  in 
the  context  of  balanced  budget 
initiatives  (BNA’s  HCPR 12/9/96). 

Some  physician  organizations  see 
MSAs  as  a “potential  waste  of 
ever-more-precious  Medicare 
moneys.”  What  if  patients  remain 
healthy  (isn’t  that  the  idea  of 
HMOs?)  and  use  the  money  for 
something  else  (The Doctor’s  Office, 
Nov.  1996)? 


Patients  might  even  choose  not  to 
have  a mammogram  at  age  40.  Flying 
in  the  face  of  advice  from  the  AMA 
and  the  American  Cancer  Society,  a 
panel  convened  by  the  National 
Institutes  of  Health  said  that  women 
under  the  age  of  50  should  decide 
the  value  of  a mammogram  for 
themselves.  Clearly,  a slippery 
slope.  People  might  next  ask  why 
we  need  the  FDA  and  OSHA  (John 
Goodman,  Wall  St  J 2/3/97). 


Who  knows  what  would  happen 
if  patients  were  in  charge?  In  other 
areas  of  the  economy,  giving  power 
to  consumers  (deregulation)  has  led 
to  great  leaps  in  innovation, 
improved  quality,  and  better  access 
due  to  lower  costs  (say  25%-50% 
lower).  Isn’t  that  what  we  want  in 
medicine? 


Letter  to  the  Editor 


The  time  has  come  for  physicians 
to  stand  up  and  be  counted  for  the 
commitment  they  made  on  the  first 
day  they  entered  medical  school, 
that  is  to  protect  our  patients,  be 
their  advocate,  not  sell  them  out 
because  of  fear  or  greed. 

Yes  it  is  simpler  for  some  of  us 
older  physicians  to  sell  out  our 
practice  (to  a hospital  system 
corporation,  an  HMO  or  an 
insurance  company)  and  in  the 
same  stroke  of  the  pen  sell  out  our 
patients  whom  we  have  made  the 
commitment  to  protect. 

As  pointed  out  at  our  2nd  Annual 
Meeting  of  Primary  Independent 
Physicians  Access  Corporation 
(PIPAC),  we  as  physicians  must 
understand  the  power  and  the 
responsibility  of  the  pen.  Not  only 
does  it  sell  out  our  patients  when 
we  sell  out  our  practice,  but  we 
have  the  power  and  the 
responsibility  to  use  the  power  of 
the  pen  to  direct  our  patients  to 


where  they  will  get  the  best  care, 
not  to  where  corporate  health 
systems  tell  us  to  send  them. 

Because  West  Virginia  entered  the 
managed  (mismanaged)  care  arena 
much  later  than  most,  if  not  all 
other  states,  we  have  a real 
opportunity  to  not  put  our  patients 
through  what  they  have  gone 
through  in  other  states. 

If  we  do  not  sell  out  our  patients, 
and  if  we  will  organize  as 
physicians,  in  an  entirely  legal 
manner,  we  will  eliminate  the 
brokers  who  are  raping  the  system. 

The  result  will  be  that  patients 
will  have  a choice  of  their  providers 
(physician,  hospital,  subacute  and 
ancillary  care)  if  those  providers  are 
properly  trained,  properly 
credentialed,  give  appropriate  care 
and  are  cost  effective. 

There  is  plenty  of  money  in  the 
health  care  system  for  appropriate 
care  of  patients.  There  is  not 
enough  money  left  for  the  providers 


of  health  care  after  the  brokers  have 
taken  their  excessive  profits  and 
spoils  out  of  the  health  care  dollar. 

Spoils  include  excessive  salaries 
and  bonuses,  lavish  retreats  to  The 
Greenbrier,  Inner  Harbor  of 
Baltimore  and  Florida.  Buying 
properties  which  have  nothing  to 
do  with  medical  care  and  buying  up 
most  or  all  of  the  subacute  and 
ancillary  facilities  so  there  is  little  or 
no  competition,  and  on  and  on. 

My  point,  don’t  sell  out  your 
patients. 

Our  benefit  — appropriate  patient 
care  and  the  medical  profession  will 
survive. 

John  L.  Fullmer,  M.D. 

Morgantown 

P.S.  If  you  would  like  more 
information  about  PIPAC,  write  to: 
PIPAC,  500  Van  Voorhis  Road, 
Morgantown,  WV  26505;  or  phone 
(304)  598-5735  or  fax  (304)  599-1034. 


MARCH/APRIL  1997,  VOL  93  57 


Special 

Section 


Highlights  of  the 
WVSMA  and 
WVACP’s 


1997 

Mid-Winter 

Seminars 


and 


Scientific 


Conferences 


The  WVSMA  would  like  to  thank  everyone  who 
helped  assure  the  success  of  the  conference. 


(Top  left)  Dr.  Christine  Cassel,  president  of  the  American  College 
of  Physicians,  was  among  the  guest  lecturers  at  this  year’s 
WVSMA  & WVACP’s  Mid-Winter  Seminars  and  Scientific 
Conferences.  (Top  right)  Dr.  Mark  Bates  of  Charleston  discussed 
" Methods  of  Treatment  in  the  Cost  Effective  Care  of  Peripheral 
Vascular  Diseases”  during  the  First  Scientific  Session.  ( Center) 
The  five  WVACP  associates  who  won  awards  for  their  papers 
were  honored  at  the  conclusion  of  the  First  Scientific  Session. 
(Bottom  right)  During  his  introductory  remarks  to  participants, 
Dr.  Derrick  Latos,  governor  of  the  WVACP,  pauses  for  emphasis. 
( Bottom  left ) Shawn  Chillag,  who  was  chairman  of  the  WVACP’s 
program,  listens  intently  during  a presentation. 
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( Top  left)  Dr.  Alfred  Pfister  was  among  the  panelists  for  the  Physician/Public  Session  on  “Physician/Patient 
Communication  - How  to  Talk  to  Your  Doctor (Top  right)  Longtime  friends  Tim  Allman,  WVSMA’s  director  of 
operations,  and  WVSMA  Past  President  Dr.  Bill  Atkinson  and  his  wife,  Carolyn,  enjoyed  spending  time  together  at 
this  year’s  meeting.  ( Center)  Representatives  from  Wyeth- Ayerst  Laboratories  visit  with  physicians  at  their  exhibit 
booth.  (Bottom  right)  Dr.  Thomas  Chang,  WVSMA’s  president-elect,  chats  with  Dr.  Terry  Elliott  and  Dr.  Robert  Hess 
in  the  Exhibit  Hall.  (Bottom  left)  Dr.  Jaime  Hernandez  presented  such  a challenging  case  study  for  the  WVACP’s 
Thieves  Market  that  he  was  able  to  stump  the  audience. 
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(Top  left)  Chief  Justice  Margaret  Workman  and  Barbara  Baxter,  J.D.,  talk  with  audience  members  after  their  presentations 
for  the  Lunch  & Learn  on  “Family  Violence  and  the  Legal  System.  ” The  other  panelist  for  this  program,  Dr.  James  Helsley, 
WVSMA  Council  chairman,  is  pictured  in  the  background  discussing  the  session  with  Dr.  Daniel  Foster,  who  moderated 
this  popular  event.  (Top  right)  Dr.  Jacqueline  Glover  of  WVU,  relayed  the  details  of  her  mother’s  death  during  her 
lecture  “What  Patients  and  Families  Want  and  What  They  Fear.  ” ( Bottom  right ) Dr.  Charles  McKown  Jr.,  dean  of  the  MU 
School  of  Medicine,  and  Dr.  Robert  D’Alessandri,  dean  of  the  WVU  School  of  Medicine,  relax  at  the  reception  sponsored 
by  their  two  schools.  (Bottom  left)  In  the  Exhibit  Hall,  Chuck  Ellzey  of  Medical  Assurance  proudly  poses  with  Dr.  Gene 
Duremdes,  a member  of  Medical  Assurance’s  West  Virginia  Physician  Advisory  Board.  ( Center  left)  Dr.  Eugene  Oddone 
responds  to  a question  during  the  “Controversies  in  Medicine”  Session  with  Dr.  Howard  Kaufman. 
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(Top  left)  WVSMA  Associate  Executive  Director  Nancie  Albright  and  WVSMA  Executive  Director  George  Rider  visit  with 
CPA  Robert  Simpson  whose  company  exhibited  at  the  meeting.  (Top  right)  Dr.  Tom  Linger  was  the  happy  recipient  of 
one  of  the  special  door  prize  gifts  presented  by  Drs.  Maurice  Mufson  and  Warren  Point  after  the  “Stump  the  Audience " 
Session.  (Center  right)  Dr.  Robert  Crooks  of  Parkersburg  lectured  on  “Health  & History:  The  Illnesses  of  World  Leaders  ” 
for  the  Fourth  Scientific  Session.  (Bottom  right)  Kanawha  County  physicians  Drs.  John  Stewart,  Paul  Francke  Jr.,  David 
Gray  and  George  Hogshead  share  a laugh  in  the  Exhibit  HalL  (Bottom  left)  Using  a tablespoon  as  an  impromtu  microphone, 
WCHS-TV  reporter  Sherry  Richmond  coaches  Lora  Jobe-Cremeans  of  Marshall  University  on  her  media  skills  during  the 
WVSMA  Medical  Student  Section’s  Annual  Meeting.  ( Center  left)  Chris  Cogle  (center),  chairman  of  the  AMA-MSS  Governing 
Council,  lunched  with  the  medical  students  after  presenting  an  update  on  the  AMA-MSS. 


62  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


(Top  left)  Elvis  has  entered  the  building! 
Dr.  Rano  Bofill  delighted  the  audience 
with  his  impersonation  of  “The  King” 
during  the  special  evening  of 
entertainment  he  presented  at  the 
meeting.  (Top  center)  Tamara  Lively  of 
Acordia  and  Dr.  James  Helsley,  WVSMA 
Council  chairman,  ham  it  up  while 
singing  with  the  laser  karaoke  machine. 
(Top  right)  Tangoing  twosome  Joann 
Cordell,  wife  of  WVSMA  President  Dr. 
Ronald  Cordell,  and  Dr.  Daniel  Foster, 
chairman  of  the  WVSMA’s  Mid-Winter 
Committee,  showed  some  fancy 
footwork.  (Bottom  right)  Guests  loved 
dancing  the  ever-popular  macarena. 
(Bottom  left)  WVSMA  President  Dr. 
Ronald  Cordell  and  his  wife,  Joann, 
enjoyed  the  evening’s  festivities. 


A Special  Thank  You  To 

Rano  S.  Bofill,  M.D. 

Thank  you  for  providing  a night  of  fun-filled 
entertainment  with  laser  karaoke  and  high-spirited 
dancing.  Hats  off  to  you  for  a tremendous  Job! 

This  event  was  part  of  the  1997  WVSMA  & 

WVACP’s  Mid-Winter  Seminars  and 
Scientific  Conferences.  It  was  hosted 
by  Acordia  of  West  Virginia  and  Medical 
Assurance  of  WV. 
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Diagnosis  and  treatment  of  blunt  cardiac  rupture 


MELISSA  A POWELL,  M.D. 
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Associate  Professor  of  Surgery,  West 
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Abstract 

Blunt  cardiac  rupture  is  rare,  but 
when  it  does  occur  it  is  almost 
immediately  fatal  In  patients 
surviving  the  initial  insult,  the 
overall  mortality  rate  is  60%  - 90%. 
Patients  typically  present  with 
either  cardiac  tamponade  or 
massive  hemothorax.  We  report  a 
case  of  blunt  cardiac  rupture  in  a 
young  male  who  had  prolonged 
transfer  time  with  survival  He 
presented  with  an  intact 
pericardium  and  cardiac 
tamponade.  In  stable  patients,  the 
diagnosis  can  be  confirmed  with 
emergent  echocardiography  prior 
to  operative  intervention.  If 
unstable,  then  subxiphoid 
pericardial  window  is  both 
diagnostic  and  therapeutic.  The 
repair  is  approached  via  either  a 
left  anterior  thoracotomy  or  median 
sternotomy.  The  incision  is  usually 
dictated  by  the  physiologic  status  of 
the  patient  at  presentation.  We 
conclude  that  patients  with  blunt 
cardiac  rupture  can  be  saved, 
especially  those  with  vital  signs  are 
still  strong  when  treatment  is  begun. 
Early  diagnosis  is  the  key  to 
survival  for  patient  with  this  rare 
condition. 


Introduction 

Rupture  of  a cardiac  chamber  is  a 
rare  injury  in  victims  of  blunt  chest 
trauma  presenting  to  a treatment 
facility  alive.  Myocardial  rupture  is 
estimated  to  occur  in  10%-15%  of 
vehicular  fatalities  (1).  However, 

0.5%  of  blunt  trauma  patients  with 
vital  signs  will  have  cardiac  rupture. 

Rupture  of  the  right  or  left  ventricle 
is  almost  always  immediately  fatal. 
Trauma  victims,  though,  with  atrial 
rupture  can  survive  the  initial  insult 
and  often  have  the  cardiovascular 
reserve  to  compensate  for  a 
prolonged  period  to  allow  diagnosis 
and  treatment. 

This  article  describes  our 
experiences  treating  a patient  who 
suffered  blunt  cardiac  rupture  and 
was  able  to  survive  after  prolonged 
transport.  In  addition,  the  literature 
on  this  subject  is  reviewed. 

Case  report 

The  patient  is  a 21-year-old  white 
male  who  was  the  unrestrained 
driver  in  a side-impact  motor  vehicle 
accident  in  Southern  West  Virginia, 
rural  area.  He  was  trapped  for  60 
minutes  before  he  could  be  taken  to 
the  hospital.  He  complained  of 
anterior  chest  pain  radiating  into  the 
mid-back  region. 

A chest  X-ray  showed  an  enlarged 
cardiac  silhouette  (Figure  1).  He 
was  transported  to  Charleston  Area 
Medical  Center  via  air  ambulance.  En 
route  he  developed  hypotension  and 
tachycardia.  His  pressure  responded 
to  six  liters  of  crystalloid,  and  by  the 
time  he  had  arrived  at  the  hospital 
his  systolic  blood  pressure  was  105 
and  his  heart  rate  was  112,  muffled 
heart  tones,  marked  jugular  venous 
distention,  upper  body  cyanosis,  and 
Kussmaul’s  sign. 


He  was  taken  immediately  to  the 
operating  room  after  placement  of 
large  bore  resuscitation  lines.  His 
pre-operative  central  venous  pressure 
was  30  cm  H20.  A median 
sternotomy  was  performed.  The 
pericardial  sac  was  intact  and 
contained  approximately  250  cc  of 
non-clotting  blood.  He  had  a 2 cm 
rupture  of  the  right  atrial  appendage 
which  was  repaired  using  2-0 
prolene  horizontal  mattress  sutures 
with  Teflon  pledgets.  An  exploratory 
laparotomy  was  negative  for  any 
intra-abdominal  injuries. 

This  patient  developed  atrial  flutter 
postoperatively  which  was  controlled 
with  digoxin  and  procainamide. 
Pulmonary  edema  also  developed  that 
responded  to  aggressive  diuresis. 
Despite  a left  pulmonary  contusion, 
he  was  extubated  three  days  after 
surgery.  He  manifested  a central  line 
sepsis  that  responded  to  removal  of 
the  line  and  intravenous  vancomycin. 
He  progressed  well  and  was 
discharged  on  postoperative  day  10 
(Figure  2). 

Discussion 

Berard  reported  the  first  case  of 
blunt  cardiac  rupture  in  1826  in  a 
patient  who  fell  from  a window  and 
lacerated  his  left  atrium  (1).  In  1897, 
Rehn  performed  the  first  successful 
repair  of  a cardiac  wound  (1),  but  it 
wasn’t  until  1955  that  Des  Forges 
reported  the  first  successful  repair  of 
a blunt  cardiac  rupture  (2,3). 

Motor  vehicle  accidents  account 
for  the  majority  of  blunt  cardiac 
ruptures.  Auto-pedestrian  accidents, 
falls  from  a height,  and  crush  injuries 
contribute  to  the  remaining  cases. 
Brathwaite  and  colleagues  found  21 
of  32  patients  (65.6%)  with  cardiac 
rupture  were  injured  in  motor  vehicle 
crashes  (2). 
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Several  mechanisms  for  blunt 
cardiac  rupture  have  been  postulated. 
A direct  blow  to  the  anterior  chest  is 
considered  the  most  common 
mechanism  of  ventricular  rupture. 
This  rupture  occurs  at  end  diastole 
with  maximal  ventricular  distention. 
Crushing  injuries  of  the  abdomen  or 
lower  extremities  can  increase 
intracardiac  pressure  and  produce 
rupture  without  direct  chest  trauma. 
Severe  impacts  to  the  chest  with 
compression  of  the  heart  between 
the  sternum  and  vertebral  bodies 
are  another  possible  explanation. 

Both  atria  and  ventricles  are  more 
vulnerable  to  rupture  at  points  of 
maximal  filling  during  the  cardiac 
cycle.  Any  rapid  deceleration  injury 
can  disrupt  the  atrial  junction  with 
either  the  vena  cava  or  the 
pulmonary  veins.  This  deceleration 
mechanism  also  accounts  for  the 
20%  incidence  of  associated  aortic 
rupture.  Severe  blast  injuries  can 
result  in  septal  or  ventricular 
ruptures.  In  addition,  cardiac 
chambers  can  be  punctured  by  a 
fractured  rib  or  sternum  (1,2,3). 

Myocardial  rupture  presents  in 
two  classic  ways.  Cardiac  tamponade 
will  be  present  in  70%  of  all  patients. 
Beck’s  triad  of  jugular  venous 
distention,  hypotension,  and 
muffled  heart  tones  is  of  little 
diagnostic  help  in  multi-system 
trauma  patients.  Upper  torso,  head, 
and  neck  cyanosis  has  been 
observed  in  two-thirds  of  blunt 
cardiac  survivors  (1).  The  cyanosis 
may  be  related  to  compression  of 
the  intra-pericardial  vena  cava  or 
upper  mediastinal  compression 
from  bleeding  and  hematoma  (3). 

The  remaining  30%  will  present 
with  massive  hemothorax.  These 
patients  usually  have  associated 
pericardial  lacerations  preventing 
tamponade.  They  may  have  a better 
chance  of  survival  if  the  pericardial 
laceration  is  smaller  than  the 
myocardial  laceration  because 
hemopericardium  will  develop  and 
slow  down  the  rate  of  blood  loss. 

If  the  pericardial  laceration  is  large, 
then  early  exsanguination  from  loss 
of  tamponade  may  occur  (1,4). 

Diagnosis  is  based  on  a high  index 
of  suspicion.  Chest  X-ray  may  show  a 


Figure  1.  Patient’s  chest  X-ray  showing  an  enlarged  cardiac  silhouette. 


Figure  2.  Patient’s  chest  X-ray  on  the  day  he  has  discharged. 


normal  cardiac  shadow.  The 
pericardial  sac  does  not  acutely 
distend.  Only  75  to  100  ml  of  blood 
may  produce  tamponade  physiology. 
The  EKG  usually  shows  only  non- 
specific changes.  Diagnosis  is 
suggested  by  (1)  hypotension  out  of 
proportion  to  blood  loss;  (2) 
hypotension  refractory  to  aggressive 
volume  resuscitation;  (3)  massive 


hemothorax  with  continued  high 
output  after  closed  tube 
thoracostomy;  (4)  hypotension  in 
trauma  associated  with  JVD  or 
elevated  central  venous  pressure; 

(5)  metabolic  acidosis  refractory  to 
adequate  resuscitation  (1,5). 

Among  survivors,  the  right  atrium 
is  the  most  commonly  injured 
chamber.  The  atrium  was  ruptured 
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Figure  3-  Algorithm  for  Approaching  Patients  with  Suspected  Cardiac  Tamponade. 
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in  roughly  50%  of  surviving  cases. 
Atrial  rupture  usually  occurs  late  in 
systole  with  maximal  distention  and 
closed  atrioventricular  valves.  The 
appendages  are  the  thinnest  part  of 
the  atria  and  the  most  often  ruptured. 
The  left  atrium  is  ruptured  in 
one-fourth  of  cases.  Ventricular 
ruptures  account  for  the  remaining 
one-fourth  of  cases,  with  the  right 
ventricle  being  injured  twice  as 
often  as  the  left  ventricle  (3). 

Pericardial  decompression  is  both 
diagnostic  and  therapeutic.  Needle 
pericardiocentesis,  first  reported  by 
Riolanus  in  1648,  has  classically 
been  advocated  as  the  initial  step. 
The  presence  of  a pericardial 
effusion  is  typically  confirmed  by 
the  aspiration  of  non-clotting  blood. 
However,  trauma  may  produce 
enough  bleeding  over  a short  time 
to  prevent  complete  defibrination  (1). 
Borja  and  Lansing  (6)  reported  25% 
false-negative  results  with  blood  in 
the  pericardial  sac.  The  effusion 


may  become  clotted  and  yield  a 
normal  pericardiocentesis. 

An  emergent  echocardiogram  is 
the  diagnostic  modality  of  choice  in 
a hemodynamically  stable  patient. 
Echocardiography  can  show 
pericardial  fluid,  clotted  blood,  right 
atrial  and  right  ventricular  free  wall 
motion  abnormalities,  and 
transvalvular  flow  velocities 
diagnostic  of  tamponade  prior  to 
elevation  in  CVP.  Echocardiography 
is  portable  and  highly  sensitive  in 
detecting  pericardial  fluid  (7). 

In  a hemodynamically  unstable 
patient,  subxiphoid  pericardial 
window  is  quickly  and  easily 
performed  under  local  anesthesia 
for  both  diagnosis  and  treatment. 
Preferably,  this  window  is  done  in 
the  operating  room  where 
preparations  are  made  for  either  a 
left  anterior  thoracotomy  or  median 
sternotomy  because  of  the  potential 
for  rapid  patient  deterioration. 
However,  this  procedure  can  be 


done  in  the  emergency  room  for 
acute  decompensation  (1,2,3). 

If  the  patient  arrests  or  presents  in 
cardiac  arrest,  a left  anterior 
thoracotomy  is  performed  and  the 
tamponade  released.  About  one-half 
of  trauma  surgeons  advocate  the  left 
anterior  thoracotomy  because  of  its 
simplicity  and  ease.  This  incision 
can  be  extended  across  the  sternum 
for  additional  exposure.  However, 
the  remaining  50%  prefer  a median 
sternotomy  for  repair,  citing  the 
excellent  exposure  of  the  ascending 
aorta  and  the  heart,  especially  the 
right  atrium.  Also,  this  incision  can 
be  extended  for  laparotomy  and  is 
feasible  for  cardiopulmonary  bypass. 
However,  cardiopulmonary  bypass  is 
rarely  necessary.  Its  use  is  reported 
in  only  10%  of  survivors  of  blunt 
cardiac  rupture  (3).  Left  anterior 
thoracotomy  is  the  incision  of  choice 
for  the  patient  presenting  in  arrest. 

Localization  and  repair  of  the 
rupture  are  usually  straightforward. 
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Atrial  wounds  are  controlled  via 
direct  pressure  or  vascular  clamps. 
These  injuries  are  typically  directly 
oversewn  with  3-0  polypropylene. 
Ventricular  injuries  are  controlled 
with  digital  pressure  and  closed 
with  interrupted  pledgetted 
horizontal  mattress  sutures  of  Prolene. 
Exsanguinating  hemorrhage  may  be 
controlled  by  insertion  of  a Foley 
catheter  through  the  wound  with 
inflation  of  the  balloon  and  gentle 
traction.  Care  must  be  taken  not  to 
enlarge  the  opening  from  overzealous 
traction  on  the  balloon.  The 
pericardium  is  left  open  to  prevent 
any  re-accumulation  of  fluid  (1, 2,3,8). 

Also,  temporary  cardiac  stapling 
using  a standard  skin  stapler  has 
been  successfully  utilized  in 
penetrating  wounds  to  all  chambers 
of  the  heart  for  expedient  control 
and  to  decrease  the  risk  of  needle 
sticks  to  the  surgeons.  The  staples 
are  removed  once  the  resuscitated 
patient  is  in  the  operating  room 
using  a standard  staple  remover. 
They  are  then  replaced  with 
pledgetted  sutures  in  a more 
controlled  fashion.  Stapling  has  also 
been  used  to  control  bleeding  from 
the  pulmonary  trunk.  However, 
rupture  in  proximity  to  coronary 
arteries  or  complex  lacerations  may 
not  be  amenable  (9). 

Injuries  near  coronary  arteries  are 
sutured  beneath  the  vessels  in  a 
horizontal  mattress  fashion.  Posterior 
lesions  can  be  approached  by  inflow 
occlusion  for  1 to  2 minutes. 
Intracardiac  injuries  are  worked  up 
electively  by  cardiac  catheterization 
unless  hemodynamic  instability 
demands  cardiopulmonary  bypass. 
Postoperatively,  all  patients  need 
non-invasive  evaluation  for  occult 
valvular  and  septal  injury  (1,2, 3, 8). 


The  mortality  rate  for  patients 
with  blunt  cardiac  rupture  ranges 
from  60%-90%  (2,10);  and  for  those 
presenting  with  vital  signs,  the 
chance  of  surviving  is  30%  (2). 

Conclusion 

This  case  report  illustrates  how  a 
patient  with  blunt  atrial  rupture  can 
survive  if  certain  conditions  are 
present  and  proper  treatment  is  given. 

Our  patient  was  able  to  maintain 
cardiovascular  reserve  for  roughly  six 
hours  after  sustaining  right  atrial 
rupture.  The  tamponade  was 
clinically  evident  upon  presentation. 
He  had  no  other  injuries  except  for 
a right  patellar  fracture  and  left 
pulmonary  contusion. 

Cardiac  tamponade  in  a trauma 
patient  can  be  an  elusive  diagnosis. 
Hypovolemia  can  mask  the  jugular 
venous  distention  and  elevated 
central  venous  pressure  that  is  classic. 
Since  chest  radiographs  and 
electrocardiograms  are  often  non- 
diagnostic, a high  index  of  suspicion 
must  be  maintained,  especially  in 
hypotensive  patients  with  chest 
trauma  who  are  non-responsive  to 
volume,  have  persistent  metabolic 
acidosis,  or  have  large  hemothoraces 
in  the  absence  of  rib  fractures. 

Definitive  diagnosis  is  made  by 
subxiphoid  pericardial  window  in 
the  unstable  patient  and  by  emergent 
echocardiogram  in  the  stable 
patient.  Treatment  is  direct  repair  of 
the  rupture  via  either  median 
sternotomy  or  left  anterior 
thoracotomy.  The  50%  survival  rate 
of  patients  presenting  with  vital 
signs  demands  expedient  diagnosis 
and  intervention  made  possible 
only  by  entertaining  the  possibility 
of  tamponade  early. 
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Abstract 

This  study  analyzes  the  injuries 
of  124  skiers  who  presented  to  the 
emergency  department  of  a hospital 
near  four  major  ski  resorts  in  West 
Virginia,  and  identifies  possible 
prevention  strategies.  Data  was 
gathered  about  demographics, 
nature  of  injury,  causal  factors, 
prevention  strategies,  and  ultimate 
outcome  as  measured  by 
disposition.  Haddon’s  method  of 
injury  analysis  was  then  applied, 
dividing  cause  of  injury  into  host, 
vehicle,  and  environmental  factors. 
Most  skiers  identified  host  error  as 
cause  of  injury.  Of  the  60%  of  skiers 
who  reported  that  their  injury 
could  have  been  prevented,  most 
named  some  form  of  behavior 
modification  as  the  most  likely 
prevention  strategy.  The  remaining 
skiers  did  not  realize  that  their 
injury  could  have  been  prevented 
This  finding  highlights  the  need  for 
prevention  education  to  decrease 
the  number  of  skiing  injuries. 


Introduction 

Skiing  is  a popular  recreational 
sport  in  West  Virginia.  The  frequency 
of  skiing-related  injuries  that  require 
medical  treatment  is  known  to  be 
between  2 and  4 per  1,000  skier 
days  (4).  While  some  studies  have 
been  conducted  to  determine  the 
incidence,  types,  and  severity  of 
injuries  related  to  skiing,  limited 
data  are  available  which  describe 
skiers  perceptions  of  those  injuries 
and  the  potential  for  prevention. 

The  objectives  of  this  research 
were  to  use  the  Haddon  method  to 
analyze  skiing-related  injury  events 
in  order  to  determine  injury  etiologies 
and  to  describe  host,  vehicle,  and 
environmental  factors  contributing 
to  these  events  (6). 

Methods 

Statistics  for  this  research  were 
collected  in  the  Emergency 
Department  at  Davis  Memorial 
Hospital  in  Elkins,  W.Va.,  which  is 
in  close  proximity  to  four  of  West 
Virginia’s  major  ski  resorts. 

A data  collection  form  was 
developed  to  record  information 
including  demographics,  host, 
vehicle,  and  environmental  factors 
contributing  to  the  skiing  injury, 
potential  for  prevention,  and 
ultimate  outcome  as  measured  by 
disposition  and  type  of  injury 
sustained  (Figure  1).  Questionnaires 
were  completed  in  the  ED  by  the 
physicians  who  cared  for  the  124 
patients  with  skiiing  injuries  from 
November  1994  - March  1995. 

Patients’  exact  answers  were  recorded 
without  interpretation  by  the  doctors. 

We  coded  the  contributing  factors 
to  an  injury  event  into  host,  vehicle, 
and  environmental  factors  of  injury 
(Haddon  analysis).  Host  factors 
were  those  which  pertained  to  the 
individual(s)  involved.  An  injury 
was  coded  as  related  to  a host 
factor  when  the  victim  identified 
either  him/herself  or  another  skier 
as  being  responsible  for  the  injury. 


A vehicle  is  that  which  transmits 
injurious  energy  to  the  host.  An 
injury  was  considered  to  be  the 
result  of  a vehicular  function  if  the 
skier’s  equipment  had  been  faulty, 
i.e.,  the  bindings  failed  to  release. 
Environmental  factors  were  related 
to  condition  of  slopes  or  weather. 

Data  was  entered  utilizing  a 
software  program  called  JMP  which 
is  manufactured  by  the  SAS  Institute 
Inc.  of  Cary,  N.C.  Descriptive  analysis 
was  performed.  Institutional  Review 
Board  approval  was  obtained  prior 
to  initiation  of  the  study. 

Results 

A total  of  124  injured  skiers  were 
entered  into  the  study.  The  age 
distribution  of  these  patients  ranged 
from  5 to  6l  years  with  a mean  of 
21  years.  The  majority  of  injured 
skiers  were  male  (72%).  The  average 
height  of  the  injured  skiers  was  68 
inches  (range  41-77  in.),  with  a mean 
weight  of  145  lbs.  (range  45-250  lbs.). 
Of  the  111  subjects  who  reported 
their  pre-injury  health,  15%  were  in 
excellent  health,  71%  good  health, 
14%  fair  health,  and  no  subjects 
reported  poor  health. 

Table  1 presents  the  major 
categories  of  injuries  and  illustrates 
that  the  most  common  injury  was  a 
sprain,  strain,  or  contusion,  followed 
by  fracture  of  an  upper  extremity.  Of 
the  80  subjects  for  whom  disposition 
information  was  available,  75  were 
discharged  home  from  the  ED.  Five 
patients  were  transferred  to  another 
facility  and  no  patients  were 
admitted  to  the  study  hospital. 

The  primary  factors  contributing 
to  the  skiing  injuries  were  found  to 
be  related  to  the  host  (skier  error)  in 
59%  of  cases,  human  error  of 
another  skier  in  13%  of  cases, 
environmental  conditions  in  22%  of 
cases,  and  vehicle  (ski  equipment) 
in  7%  of  cases.  Table  2 illustrates 
the  Haddon’s  Matrix  we  utilized  to 
describe  the  factors  contributing  to 
the  skiing  injuries. 
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Figure  1.  Downhill  Skiing  Injuries  Data  Sheet 


Age Gender Weight Height 

Day  and  Date  of  Injury 

Location 

Severity:  Fatal Hospitalized Discharged, 

Number  of  hospital  days: Number  of  days  in  ICU: 

What  caused  the  injury? 


How  could  the  injury  have  been  prevented? 


Skiing  fast  or  slow? Level  of  trail:  Green Blue Black 

Off  trail? How  many  years  skiing? Ski  Lessons?  _ 

Describe  your  skiing  ability:  Expert Intermediate Beginner, 

Equipment  (bindings)  inspected  before  skiing  this  season? 

Snow  conditions:  Powder Ice Bumps 

Last  run  of  the  day?  (Y/N) Skis/boots  rented  or  owned?  

Crowded  slope?  (Y/N) Your  physical  condition  pre-injury: 

List  of  injuries: Operative  procedures: 


Use  of  ETOH?  (Y/N)  Use  of  drugs?  (Y/N) 

Number  of  hours  since  last  meal 

Number  of  hours  of  sleep  in  last  24  hours 

Other  information: 


The  number  of  years  skiing 
ranged  from  0-30  with  a mean  of 
four  years.  Of  109  skiers  responding, 

69  had  received  previous  ski 
instruction.  Of  the  119  skiers  who 
rated  their  ability,  38%  classified 
themselves  as  beginners,  47%  as 
intermediates,  and  15%  as  experts. 

At  the  time  of  the  incidents,  47% 
of  the  skiers  stated  that  they  were 
traveling  at  an  excessive  rate  of 
speed  and  34%  were  on  their  last 
run  of  the  day.  Ninety  six  percent  of 
113  of  these  skiers  denied  alcohol 
use  and  one  subject  reported 
prescription  drug  use.  The  mean 
number  of  hours  of  sleep  was  7 
(range  1-14)  and  the  mean  number 
of  hours  since  the  last  meal  was  4 
(range  0-24). 

Most  of  the  injuries  occurred  on 
ice  (54%),  35%  on  powder,  and  11% 
on  moguls.  Forty-three  percent  of 
the  skiers  were  on  beginner  trails, 


Table  1.  Types  of  Injuries  of  the 

126  Skiers. 

Iniurv 

Total  # 

of  Subiects 

Upper  Extremity  Fracture 

21 

(12%) 

with  wound/laceration 

2 

(2%) 

with  sprain/strain/contusion 

1 

(1%) 

Lower  Extremity  Fracture 

14 

(12%) 

Upper  Extremity  Dislocation 

8 

(7%) 

Lower  Extremity  Dislocation 

2 

(2%) 

Wound/Laceration 

5 

(4%) 

with  sprain/strain/contusion 

3 

(3%) 

with  head  injury 

1 

(1%) 

Sprain/Strain/  Contusion 

47 

(41%) 

with  head  injury 

2 

(2%) 

Head  Injury  Only 

6 

(5%) 

with  wound/laceration 

1 

(1%) 

TOTALS 

114 

(100%) 
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Table  2.  Haddon’s  Matrix. 

FACTORS 

Phases 

Host 

Vehicle 

Environment 

Pre-event 

Previous  ski  experience/lessons/skill, 
alcohol  consumption,  age,  physical 
condition,  appropriate  trail,  speed, 
injury  education 

Proper  equipment  and 
equipment  maintenance, 
fatigue,  poor  judgment 

Skiing  conditions/slope 
maintenance,  number  of 
skiers  on  trail,  heavy  snow 
“white  out”  conditions 

Event 

Tolerance  of  body  to  injury, 
protective  equipment  (1) 

Ineffective  binding  release, 
ski  pole  design 

Soft  vs.  hard-packed  snow, 
presence  of  fixed  objects 
(trees,  rocks),  other  skiers 

Post-event 

Extent  of  injury  sustained, 
knowledge  of  first  aid, 
physical  condition,  age 

Additional  injury  sustained 
due  to  loose  equipment 

Proximity  of  medical  care, 
training  of  ski  patrol  or  EMS, 
quality  of  definitive  care, 
rehabilitation  programs 

42%  on  intermediate  trails,  and  15% 

on  expert  trails,  with  19%  occurring 
off  trail.  The  slope  conditions  were 

Table  3.  Prevention  Strategies  Reported  by  Injuried  Skiers. 

described  as  uncrowded  in  6l%  of 
the  cases  and  as  crowded  in  39%  of 

Prevention  Strategies 

Number  of  Skiers  Agreeing 

the  cases. 

Host 

Seventy  two  percent  of  the  skiers 
reported  having  their  bindings 

Going  Slower/More  Control 

12  (10%) 

inspected  prior  to  skiing,  7%  were 
uninspected  and  21%  of  the  skiers 

Better  Skier 

7 (6%) 

were  unsure.  In  addition,  59  of  112 

More  Skill  From  Other  Skiers 

5 (4%) 

(53%)  skiers  said  that  they  rented 
both  skies  and  boots  and  all  of  the 

Not  Jumping 

4 (3%) 

other  subjects  said  they  owned  their 
equipment. 

No  Snowboards 

1 (1%) 

Many  skiers  (21%)  felt  that  their 

Skiing  Appropriate  Skill  Level 

3 (2%) 

injury  could  have  been  prevented  if 
they  had  skied  in  better  conditions 
and  remained  in  better  control,  with 

Staying  On  Trail 

1 (1%) 

27%  percent  stating  that  they  felt 
some  form  of  behavior  modification 

Environment 

14  (11%) 

could  have  prevented  their  injury. 
Forty  percent  reported  that  they 

Better  Conditions 

either  did  not  know  how  the  injury 
could  have  been  prevented  or  felt  that 

Vehicle 

it  was  unpreventable. 

Discussion 

Better  Equipment 

4 (3%) 

Unknown/None 

50  (40%) 

This  study  provides  a unique 

picture  of  injuries  sustained  on  ski 
slopes  in  West  Virginia.  Similiar  to 
other  studies,  our  data  reveals  that 

Other 

23  08%) 

host  error  (59%)  was  the  most 
frequent  cause  of  injury  (1,2).  By 

TOTALS 

124  (100%) 
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skiing  slower,  with  more  control,  or 
other  possible  modifications  in 
behavior,  many  of  the  skiers  stated 
that  they  felt  their  injury  could  have 
been  prevented. 

Haddon’s  Matrix  simplifies 
analysis  of  an  injury  event  by 
dissecting  it  into  three  separate 
phases:  pre-event,  event,  and 
post-event.  Pre-event  factors  influence 
the  probability  that  an  injury  will 
occur.  Injurious  energy  is  exchanged 
during  the  event  phase.  Factors  in  the 
event  phase  modify  transmission  of 
energy  to  the  host.  Post-event 
factors  contribute  to  the  long-term 
consequences  of  an  event.  The  cells 
of  the  matrix  are  useful  in 
understanding  injury  causation,  and 
the  matrix  illustrates  that  an  injury 
event  is  a result  of  a multitude  of 
causal  factors  in  many  cases. 
Modifications  of  any  one  of  these 
factors  may  prevent  or  reduce  the 
severity  of  the  injury. 

Injury  control  education  is  an 
important  avenue  of  prevention. 

The  fact  that  injuries  are  preventable 
is  an  important  first  premise. 
Individuals  who  understand  the 
basic  tenants  of  injury  control  can 
be  more  easily  persuaded  toward 
behavior  modification.  The  fact  that 
the  majority  of  subjects  reported 
either  that  the  injury  could  not  have 
been  prevented  or  that  they  did  not 
know  possible  prevention  techniques 
highlights  the  need  for  education. 

In  contrast  to  earlier  studies  of 
skiing  injuries,  we  found  sprains, 
strains,  and  contusions  to  be  the 
most  common  injury  rather  than 
lower  extremity-equipment  related 
injury,  which  has  been  cited  as  the 


most  common  skiing  injury  (3).  This 
finding  may  be  a reflection  upon  the 
differing  ski  conditions  in  West 
Virginia,  use  of  ED  injury  data  which 
may  include  more  minor  injuries 
than  other  sources  of  injury  data,  or 
differing  information  gathering 
techniques  (7). 

Drug  and  alcohol  use  was  not  a 
prominent  factor  in  our  study,  which 
is  in  agreement  with  Fahrenkrug 
and  Klingemann’s  1988  study  in 
which  only  a 2%  alcohol  intoxication 
rate  was  found  among  injured  skiers 
(5).  However,  a study  by  Roggla  and 
Froscard  (8)  revealed  a positive 
correlation  of  alcohol  to  injury  (30% 
of  the  injured  subjects  were  positive 
for  alcohol). 

Our  study  found  that  96%  of  the 
subjects  denied  alcohol  use.  This 
may  be  a function  of  self-reported 
data,  a decline  in  the  use  of  alcohol, 
or  an  increased  awareness  of  the 
effects  that  alcohol  may  have  on 
injury.  This  warrants  a need  for 
more  further  research  into  the 
prevalence  of  alcohol  use  in  relation 
to  skiing  injuries. 

Our  data  was  collected  from  a 
small,  non-random  sample 
population  without  a control  group. 
These  subjects  participated  on  a 
voluntary  basis,  and  some  of  the 
survey  questions  were  incomplete. 
Due  to  the  nature  of  self-reported 
surveys,  we  cannot  be  certain  that 
all  subjects  were  truthful,  especially 
fields  concerning  alcohol/drug  use. 
Some  data  were  lost  when  several 
patients  were  transferred  to  another 
facility  not  involved  in  this  study. 

This  study  provides  an  introduction 
to  ski  injuries  in  West  Virginia. 


However,  due  to  our  small  study 
group,  further  studies  should  be 
performed.  A study  utilizing  a larger 
patient  population  over  a longer 
period  of  time  is  desirable. 

Conclusion 

The  majority  of  skiing  injuries  are 
attributed  to  host  error,  followed  by 
environmental  conditions.  Behavior 
modification,  such  as  those  listed  in 
Haddon’s  Matrix,  might  have 
prevented  many  of  these  injuries. 
This  illustrates  the  need  for 
continued  education. 
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Abstract 

This  article  reports  the  rare  case 
of  a giant  cornonary  artery 
aneursym  and  reviews  the 
published  literature  about  this 
unusuai  condition. 


Introduction 

Selective  coronary  arteriography 
frequently  reveals  localized  dilations 
of  one  or  more  coronary  arteries 
(CA).  When  these  dilations  are  more 
than  1.5  to  2 times  the  diameter  of 
adjacent  normal  arterial  segments, 
they  are  referred  to  as  coronary 
artery  aneuryms  (CAA)(1). 

Giant  CAA  (those  exceeding  1.0  cm 
in  diameter)  are  very  unusual,  and 
this  article  describes  an  elderly  male 
patient  with  this  rare  condition,  its 
management,  and  a review  of  the 
literature. 

Case  Report 

A 72-year-old  male  with  angina 
pectoris  was  referred  for  cardiac 
catherization.  He  had  a history  of 
hypertension,  hyperlipidemia,  two 
myocardial  infarcts  and  aneursyms 
of  the  innominate  artery  and 
thoracic  aorta. 


Examination  revealed  grade  II 
hypertensive  retinopathy,  grade  II/ 
VI  systolic  ejection  murmur  along 
the  left  sternal  border,  and  left 
ventricular  (S3)  gallop.  The  ECG 
showed  normal  sinus  rhythm,  left 
axis  deviation,  left  ventricular 
hypertrophy  and  old  inferior  as  well 
as  posterior  myocardial  infarction. 

A thallium  exercise  stress  test 
showed  a partially  reversible  defect 
in  the  posterior  wall.  Cardiac 
catheterization  showed  50%  stenosis 
in  the  left  anterior  descending  and 
circumflex  arteries  and  occulusion 
of  the  right  coronary  artery.  A giant 
aneurysm,  of  3.5  cms  diameter, 
more  than  10  times  the  normal 
adjacent  segments’  diameter,  was 
revealed  in  the  descending  artery 
(Figure  1). 

Coronary  artery  bypass  surgery 
was  advised,  but  before  it  could  be 
performed,  the  patient  died 
suddenly  at  home.  An  autopsy 
could  not  be  obtained. 


Figure  1.  Giant  aneurysm  of  left  anterior  descending  coronary  artery 
on  angiography:  (1)  The  aneurysm  (2)  Left  anterior  descending  artery 
and  (3)  Left  circumflex  coronary  artery. 
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Table  1.  Causes  of  Coronary  Artery  Aneurysms. 

Before  1 977 

Additional  Causes  After  1 977 

Atherosclerosis 

Percutaneous  Transluminal  Coronary  Angioplasty 

Congenital 

STENT  Placement 

Dissection 

ATHERECTOMY 

Mycotic 

LASER  EXCIMER  Angioplasty 

Syphilis 

LASER  PULSED  Angioplasty 

Polyarteritis  nodosa 

Scleroderma 

Bacterial  endocarditis 

Ehler-Danlos  syndrome 

Marfan’s  syndrome 

Takayasu’s  arteritis 

Metastatic  tumor 

Kawasaki’s  syndrome 

Discussion 

Morgagni  published  a 
pathological  description  of  coronary 
artery  aneurysm  in  1761  (2).  No 
ante-mortem  diagnosis  was  possible 
prior  to  1967  (3,4).  The  development 
of  coronary  angiography  made  ante- 
mortem diagnosis  possible,  and  by 
1990,  240  cases  of  CAA  had  been 
diagnosed  in  vivo  (5,6). 

This  has  varied  from  0.3%  - 4.9%,  in 
part  depending  on  whether  the 
observations  were  made  at  coronary 
arteriography  (7-10),  at  cardiac  surgery 
(11)  or  at  autopsy  (4).  The  registry  of 
coronary  artery  surgery  study 
(CASS)  (1)  reported  the  highest 
incidence  (978  cases  out  of  20,087  or 
4.9%  (1).  However,  the  incidence  of 
giant  CAA  is  not  certain  from  the 
available  literature. 

Over  50%  of  cases  of  CAA  are  of 
athersclerotic  origin  (4).  The  less 
common  causes  include  Kawasaki’s 
disease  (12).  Other  etiologies  include 
congenital  malformations  (13), 
dissection  (14),  bacterial  infections 
(10),  trauma  (15)  and  septic  embolism 
(10).  CAA  has  also  been  described  in 
association  with  polyarteritisnodosa 

(16) ,  systemic  lupus  erythematosus 

(17) ,  Ehler-Danlos  syndrome  (18), 
scleroderma  (9),  Marfans  syndrome 
(14),  Takayasu’s  arteritis  (20)  and 
metastictic  tumors  (21)  (Table  1.) 

Percutaneous  transluminal  coronary 
angioplasty  (PTCA)  may  be 
complicated  by  CAA  (5,22,23). 
Aneuryms  have  developed  following 
balloon-induced  vascular  injury  in 
normal,  atherosclerotic,  or  at  the  site 
of  large,  ulcerated  plaques.  They 
sometimes  follow  dissection  of  normal 
or  abnormal  segments.  Stasis  in 
dilated  segments  may  promote  further 
thrombosis.  Recently,  CAA  has  been 
described  as  a complication  of  stent 
placement  (24),  atherectomy  (25),  and 
Excimer  (26)  or  Pulsed  Laser 
angioplasty  (27). 

There  are  no  clinical  features  to 
suggest  the  diagnosis  of  CAA. 
Aneurysmal  calcification,  though, 
may  be  noted  on  fluoroscopy  (20). 
Aintablian  and  colleagues  (10)  found 
no  significant  differences  in  family 
history,  number  of  distribution  of  prior 
myocardial  atherosclerotic  score, 


calcification,  hypertension,  glucose 
intolerance  or  serum  cholesterol  levels 
in  patients  with  CAA  compared  to 
those  without  this  condition. 

In  the  Cass  Study  (1)  men  were 
somewhat  more  predisposed  to  CAA 
than  women,  but  there  were  no 
significant  differences  between  those 
with  and  those  without  CAA  with 
respect  to  functional  class,  prior 
myocardial  infarction,  age,  family 
history,  hypertension,  diabetetes, 
dyslipidemia,  presence  of  angina,  or 
smoking  history.  Further,  there  were 
no  significant  differences  in  left 
ventricular  wall  motion,  left  ventricular 
ejection  fraction  or  incidence  of 
peripheral  vascular  disease. 

Echocardiography  is  occasionally  of 
value  in  detecting  CAA  as  the 
peripheral  portion  of  the  left  anterior 
descending  artery  may  be  seen  in 
parasternal  short  axis  view  of  the  left 
ventricle  at  the  level  of  the  papillary 
muscles.  CAA  may  be  found  in 
association  with  thoracic  and 
abdominal  aortic  aneurysm,  and  with 
aneurysmal  dilatation  of  coronary 
veins  (10).  Our  patient  had  aneurysms 
of  the  brachiocephalic  (innominate) 


artery  and  of  thoracic  aorta.  The 
proximal  and  middle  segments  of 
the  right  coronary  artery  are  the  most 
common  sites  of  CAA,  followed  by 
the  proximal  anterior  descending 
artery  and  the  circumflex  artery 
0,4,9,10). 

Histological  features  include 
diffuse  hyalinization,  lipid 
deposition,  disruption  of  intima  and 
media,  focal  fibrosis  and  calcification, 
cholesterol  crystals,  intramural 
hemorrhage,  and  foreign  body  giant 
cell  reaction  (29).  Aneurysmal 
dilatation  is  not  found  in  areas  with 
relatively  intact  media.  The 
aneurysmal  dilatation  seems  to  be 
generated  by  intra-luminal  pressure 
acting  against  an  elastic  vessel  wall 
with  decreased  stress  tolerance. 

Erosion  of  the  vessel  wall 
following  an  intimal  tear  may  result 
in  progressive  plaque  excavation 
and  subsequent  aneurysm  formation 
(30).  Turbulent  blood  flow  within 
and  distal  to  stentotic  segments, 
with  resultant  changes  in  blood 
flow,  leads  to  shearing,  stress 
endothelial  injury,  plaque  formation 
and  post-stenotic  dilatation. 
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Diagnosis  and  treatment 

CAA  is  most  often  diagnosed  by 
coronary  arteriography,  and 
transthoracic  and  transesophageal 
echocardiography  may  detect 
proximal  CAA  in  adults  (3D-  In 
addition,  MRI  (32)  and  CT  (33)  have 
been  proposed  for  the  non-invasive 
demonstration  of  CAA  and  coronary 
arteriovenous  fistulae. 

Most  published  reports  have 
provided  no  exact  recommendations 
for  managing  CAA  because  they 
have  only  followed  small  numbers 
of  patients  for  short  periods  of  time. 
Most  authors  agree,  though,  that 
bypass  surgery  should  be  reserved 
for  patients  with  significant  coronary 
obstructive  disease  or  with  angina 
that  has  not  responded  well  to 
medical  treatment  (31). 

Angioplasty  has  been  performed 
successfully  in  six  patients  with  CAA 
(3).  Anti-platelet  and  anti-coagulant 
drugs  have  been  used  to  prevent 
complications  or  to  improve 
symptoms  or  survival.  Stent 
placement  is  under  consideration  (34). 

Complications  and  prognosis 

Thrombosis  and  embolism  may 
occur  in  atherosclerotic  CAA,  but 
the  extent  of  the  risk  is  unknown. 
Thrombosis  has  also  occurred  in 
cases  of  mycotic  and  congenital 
aneurysms  (35).  Ruptured 
aneurysms  have  been  found  at 


autopsy  (4)  particularly  when  they 
are  saccular  (35).  However,  since 
the  advent  of  angiography,  rupture 
has  not  been  documented. 

The  prognosis  for  patients  with 
CAA  is  similiar  to  that  for  patients 
with  comparably  severe  coronary 
artery  disease  (without  CAA)(1,11). 
However,  Markis  et  al  (29)  found 
that  three  patients  with  CAA  died  in 
the  absence  of  significant  coronary 
obstructive  disease. 

In  one  series  of  seven  cases, 
coronary  angiography  after  one  year 
showed  no  increase  in  the  size  of 
the  CAA  (10).  In  contrast,  others 
(36,37)  have  found  CAA  that 
doubled  in  size  after  intervals  of  a 
few  weeks  to  three  years. 

Conclusion 

Coronary  artery  aneuryms  are 
relatively  infrequent.  Giant  CAAs  are 
rare  and  are  more  often  found  in 
association  with  stenotic  coronary 
artery  disease. 

The  prognosis  is  related  to  the 
severity  of  the  coronary  artery 
disease.  Surgery  is  recommended 
for  patients  with  severe  associated 
obstructive  disease,  with  refractory 
angina,  or  with  giant  saccular 
aneuryms.  Anti-platelet  and  anti- 
coagulant agents  may  be  of  benefit. 
Recently,  we  have  managed  CAA 
with  stent  placements  and  are 
currently  planning  to  publish  an 
article  about  our  experiences. 
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An  epidemiological  comparison  of  suicide  and 
homicide  rates  in  West  Virginia  and  the  world 


JOHN  H.  MCWHORTER,  M.D.,  M.P.H. 

Family  Practitioner,  McWhorter 

Abstract 

This  article  presents  suicide  and 
homicide  counts  in  West  Virginia 
for  the  1990  census  year  and  from 
the  World  Health  Organization  for 
the  years  from  1 986-89  in  an  effort 
to  evaluate  causal  factors,  trends 
and  cultural  differences. 


Introduction 

Deaths  from  suicide  and  homicide 
elicit  interest  throughout  society. 
Traditional  views  of  causal  factors  in 
initiating  these  deaths  (1)  favor  a 
lessening  of  control  of  aggressive 
impulses,  but  this  is  questioned  in 
recent  literature  (2). 

This  article  presents  suicide  and 
homicide  counts  in  West  Virginia  for 
census  year  1990  (3)  evaluated  by 
linear  trend  analysis  (4),  and  also 
discusses  suicide  and  homicide  counts 
from  the  World  Health  Organization 
(WHOX5)  from  1986-89- 

Data  comparisons 

Table  1 shows  the  personal 
violence  counts  of  the  eight  public 
health  management  districts  in  West 
Virginia  for  the  census  year  1990. 
Table  2 shows  personal  violence 
counts  as  reported  by  the  WHO  in 
various  regions  of  the  world. 

A lessening  of  aggressive  impulses 
is  shown  in  cross-regional  analysis. 
This  suggests  a relationship  between 
suicide  and  homicide  on  a culturally- 
determined  basis  with  a significant 
difference  between  East  and  West. 


Cultural  studies  of  the  association 
between  alcohol  and  personal 
violence  with  socio-economic  factors 
imply  that  alcohol  restriction  in  the 
U.S.  results  in  fewer  suicides,  but 
has  no  effect  on  the  homicide  rate  (6). 
Multiple  factors  may  thus  be  necessary 
to  explain  variations  in  personal 
violence  rates  in  different  societies  (7). 
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Table  1.  Personal  Violence  Counts  in  WV  for  the  Census  Year  1990. 

Districts 


2 

A 

A 

A 

6_ 

_Z 

_8 

Suicides 

31 

34 

36 

21 

16 

22 

40 

20 

Homicides 

25 

22 

19 

12 

4 

5 

17 

11 

Totals 

56 

56 

55 

33 

20 

27 

57 

31 

Table  2.  WHO  Personal  Violence  Counts  in  Regions  of  the  World. 

Americas  * Europe  * Western  Pacific  * 

Suicides  39,139  131,912  40,765 

Homicides  36,535  31,316  2,662 

Totals  75,674  163,228  43,427 

*Americas  include  Canada  and  U.S.;  Europe  includes  UK,  Europe  and  Russia;  and 
Western  Pacific  includes  China. 
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General  News 


AMA  past  president  to  deliver  Harris  Address; 
Mufson  to  present  Flink  Address  at  Annual 


Robert  E.  McAfee,  M.D.,  a 

surgeon  practicing  in  South  Portland, 
Maine  who  served  as  president  of 
the  AMA  from  1994-1995,  will  present 
this  year’s  Thomas  L.  Harris  Address 
during  the  WVSMA’s  Annual  Meeting 
on  Friday,  August  22  at  The 
Greenbrier.  His  talk  is  entitled 
“Family  Violence:  Doctor,  I Need  Your 
Help,  ” and  it  will  take  place  during  the 
First  Session  of  the  House  of 
Delegates. 

„ Also  during  the  First  Session, 
j Maurice  A Mufson,  M.D.,  professor 
and  chairman  of  the  Department  of 
•«,  Medicine  at  the  Marshall  University 
School  of  Medicine,  will  deliver  the 
h Edmund  B.  Flink  Address  on  the 
“Evolution  ofPneumoccal  Disease: 
t 1970s-1990s.” 

Bios  on  these  two  speakers  begin 
below.  A preliminary  program  and  a 
meeting  registration  form  appear  on 
pages  80  and  81.  For  more  details, 

1 call  the  WVSMA  at  (304)  925-0342. 

Speakers  highlighted 

Dr.  McAfee  is  a native  of  Portland, 
Ore.,  who  received  his  M.D.  degree 
from  Tufts  University  School  of 
Medicine  in  I960.  He  completed  his 
internship  and  a residency  in  general 
surgery  at  Maine  Medical  Center. 

A past  president  of  the  Cumberland 
County  Medical  Society  and  the 
Maine  Medical  Association,  Dr. 
McAfee  served  as  a delegate  to  the 
AMA  House  of  Delegates  from 
1974-1984,  and  as  chair  of  the  New 
England  Delegation  from  1976-1984. 
He  was  elected  to  the  AMA  Board 
of  Trustees  in  1984,  and  during  the 
next  10  years  Dr.  McAfee  held  a 
variety  of  leadership  roles  with  the 
AMA  culminating  in  his  election  as 
president  in  June  1994. 


Mufson 


Dr.  McAfee  serves  on  the  American 
Bar  Association’s  Commission  on 
Domestic  Violence  and  on  the 
Advisory  Committee  to  the  Attorney 
General  and  the  Secretary  of  the 
Department  of  Health  and  Human 
Services.  Dr.  McAfee  is  also  a member 
of  the  Centers  for  Disease  Control 
and  Prevention  Advisory  Commitee 
for  Injury  Prevention  and  Control 
and  its  Subcommittee  on  Violence. 
In  addition,  he  serves  on  the 
National  Advisory  Committee  of  the 
Family  Violence  Prevention  Fund,  is 


a member  of  the  Board  of  Advisors 
to  the  National  Consortium  for  the 
Study  of  Violence,  and  is  a senior 
consultant  for  AMAP. 

Dr.  McAfee  is  chief  of  vascular 
surgery  at  Mercy  Hospital  in  Portland, 
and  is  an  attending  physician  at  Maine 
Medical  Center.  He  is  also  an  associate 
professor  of  surgery  at  the  University 
of  Vermont. 

Dr.  Mufson  is  a native  of  New 
York  City  who  received  his  medical 
degree  from  the  New  York  University 
School  of  Medicine  in  1957.  He 
completed  an  internship  and 
residency  at  Bellevue  Hospital,  and 
then  served  as  chief  resident  physician 
for  the  University  of  Illinois  College 
of  Medicine  Service  at  Cook  County 
Hospital  in  Chicago. 

Dr.  Mufson  served  from  1959-61 
with  the  U.S.  Navy  Medical  Corps. 
He  then  became  a Public  Health 
Service  Post-Doctoral  Fellow  in 
Infectious  Diseases  at  NIH  in 
Bethesda,  Md.,  in  1961,  and  later 
joined  the  U.S.  Public  Health  Service 
as  a commissioned  officer. 

After  working  with  the  Public 
Health  Service,  Dr.  Mufson  joined 
the  faculty  of  the  University  of 
Illinois  College  of  Medicine,  where 
he  taught  for  11  years  and  attained 
the  rank  of  professor  of  medicine. 

In  1976,  he  accepted  his  current 
post  as  the  first  professor  and 
chairman  of  the  Department  of 
Medicine  at  the  Marshall  University 
School  of  Medicine,  where  he  has 
received  numerous  awards. 

A fellow  of  the  American  College  of 
Physicians,  Dr.  Mufson  received  the 
WVACP’s  Laureate  Award  in  1994.  He 
is  the  president  of  the  Association  of 
of  Professors  of  Medicine,  and  is  a 
very  active  member  of  the  WVSMA 
and  many  other  medical  societies. 
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At  Annual  Meeting 

Two  Lunch  & Learns  to  highlight  subjects  of 
physician  compensation,  Workers’  Compensation 


Two  of  the  popular  Lunch  & 

Learn  events  are  scheduled  for  this 
year’s  WVSMA  Annual  Meeting  at 
The  Greenbrier. 

WVSMA  Junior  Councilor  at 
Large  James  L.  Comerci,  M.D., 
will  present  the  first  Lunch  & Learn 
program  on  “Was  Barter  Better? 
Changes  in  Physician  Compensation.  ” 
Joining  Dr.  Comerci  for  a discussion 
on  this  topic  will  be  AMA  President 
Percy  Wootton,  M.D.,  and  a panel  of 
visiting  state  presidents. 

The  second  Lunch  & Learn  will  be 
devoted  to  the  topic  of  ‘Workers’ 
Compensation:  Best  of  Times  & Worst 
of  Times  for  Treating  Physicians  and 
Consulting  Physicians,  ” and  it  will  be 
conducted  by  Edward  J.  Doyle  Jr., 
M.D.,  associate  professor  of  family 
medicine  and  clinical  director  of  the 
Institute  of  Occupational  and 
Environmental  Health  at  the  West 
Virginia  University  School  of  Medicine 
in  Morgantown.  Dr.  Wootton  and  a 
panel  of  visiting  state  presidents  will 
again  be  participating  in  this  program. 

Bios  on  speakers  begin  below, 
and  please  turn  to  pages  81  and  82 
for  further  details  about  this  year’s 
meeting.  For  more  information, 
phone  the  WVSMA  at  (304)  925-0342. 

Lecturers  highlighted 

Dr.  Comerci  received  his  M.D. 
degree  from  West  Virginia  University. 
He  completed  his  residency  in  family 
medicine  at  Wheeling  Hospital  from 
1980-83  and  then  went  into  private 
practice  in  Wheeling. 

A member  of  the  WVSMA  since 
1984,  Dr.  Comerci  began  serving 
on  Council  in  1987  and  was 
named  vice  president  in  1991, 
president-elect  in  1992,  and  then 
president  in  1993.  In  addition,  Dr. 
Comerci  served  as  program 
chairman  of  the  WVSMA’s  Annual 
Meeting  in  1990,  and  has  been  a 
member  of  the  Legislative 
Committee  since  1991. 


Comerci 


Doyle 


Dr.  Comerci  has  practiced  family 
medicine  in  Wheeling  since  1983,  and 
he  is  board  certified  by  the  American 
Board  of  Family  Practice.  Dr.  Comerci 
is  a clinical  assistant  professor  of 
family  medicine  at  WVU,  and  he  is  a 
past  president  of  Ohio  County 
Medical  Society  and  an  AMA  member. 

Active  in  his  local  medical 
community,  Dr.  Comerci  is  volunteer 
medical  director  and  a volunteer 
physician  for  Wheeling  Health  Right. 
He  is  a former  medical  director  for 
HealthAssurance  (Health  America) 
and  presently  serves  on  the  steering 
committee  of  the  Individual  Practice 
Association  of  the  Upper  Ohio  Valley. 
In  addition,  he  is  a part-time  team 
physician  at  Bethany  College. 


Dr.  Doyle  received  a B.S.  degree 
in  biomedical  engineering  from 
Duke  University  and  then  obtained 
his  medical  degree  from  The  George 
Washington  University  School  of 
Medicine  in  1975.  He  completed  his 
internship  and  residency  at  the  Naval 
Hospital  at  Camp  Pendleton,  Ca. 

After  finishing  his  residency,  Dr. 
Doyle  worked  on  the  staff  of  the 
Family  Practice  Service  at  Navy 
Regional  Medical  Center  in  Long 
Beach,  Calif.,  for  three  years.  He 
became  medical  director  of  the 
Alcohol  Rehabilitation  Service  at  the 
hospital  in  1981  and  the  following 
year  he  was  promoted  to  chief  of 
the  Family  Practice  Service  at  Navy 
Regional  Medical  Center. 

From  1983-85,  Dr.  Doyle  completed 
postgraduate  studies  for  an  M.S. 
degree  in  occupational  medicine  at 
the  University  of  Southern  California. 
After  completing  his  degree,  Dr.  Doyle 
returned  to  the  Naval  Hospital  in  Long 
Beach  to  became  head  of  the 
Occupational  Medicine  Division,  and 
the  following  year  he  accepted  new 
duties  as  head  of  the  hospital’s 
Occupational  Health  and  Preventive 
Medicine  Department. 

Dr.  Doyle  then  held  a variety  of 
posts  at  the  Naval  Medical  Center  and 
the  Naval  Health  Research  Center  in 
San  Diego  until  1994,  when  he  began 
working  as  a staff  physician  for 
Permanente  Medical  Group  and  then 
Sharp  Rees-Stealy  Medical  Group  in 
San  Diego.  In  1995,  Dr.  Doyle  moved 
to  Morgantown  to  accept  his  current 
post  as  clinical  director  of  the  Institute 
of  Occupational  and  Environmental 
Health  at  the  WVU  School  of 
Medicine,  where  he  is  also  an 
associate  professor  of  family  medicine. 
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Charleston  site  for  WVAAFP’s  45th  scientific  meeting 


The  45th  Annual  Scientific 
Assembly  of  the  West  Virginia 
Chapter  of  the  American  Academy 
of  Family  Physicians  is  scheduled  for 
April  18-20  at  the  Charleston  House  - 
Holiday  Inn  in  Charleston,  with 
special  preconference  events  set  for 
Thursday,  April  17. 

The  first  preconference  event  is 
an  “OB/GYN  Update”  provided  by 
CAMC  and  the  Depts.  of  OB/GYN 
at  the  Robert  C.  Byrd  HSC  of  WVU 
in  Charleston.  This  program  begins 
with  a dinner  and  registration  at  5 
p.m.,  and  will  feature  a variety  of 
lectures  and  a panel  discussion. 

On  Friday,  April  18  at  7 a.m.,  the 
conference  will  officially  start  with 
registration  and  a continental 
breakfast  in  the  Exhibit  Hall.  At  8 a.m., 
David  Avery  M.D.,  president-elect  of 
the  WVAAFP,  will  present  an 
overview  of  Friday’s  program  and 
Charleston  Mayor  Kemp  Melton  will 
deliver  a welcome. 

The  first  scientific  lecture,  “Hope, 
When  There  Is  No  Hope:  Depression 
in  the  1990s,  ” will  begin  at  8:15  a.m. 
and  will  be  delivered  by  Otis 
Baughman,  M.D.,  of  the  Medical 
University  of  South  Carolina.  The 
other  presentations  on  Friday  morning 
include  “Indications  for  Primary 
Prevention:  Hypercholesterolemia,  "by 
Daniel  Rader,  M.D.,  of  the  University 
of  Pennsylvania  Medical  Center; 

“Safe  Use  of  NSAIDS  in  the  Elderly 
Patient,  ” by  Douglas  Conaway, 

M.D.,  of  Temple  University  Hospital; 
“Management  of  Sleep  Disorders,  ” 
by  David  Neubauer,  M.D.,  of  Johns 
Hopkins  Bay  View  Medical  Center; 
and  “Differential  Diagnosis  of 
Osteoarthritis  and  Fibromyalgia,  ” 
by  James  McMillen,  M.D.,  of 
Hershey  Medical  Center. 

After  lunch,  the  afternoon 
sessions  will  be  “ New  Update  on 
Treatment  of  Diabetes,  ” by  Julia 
Breyer,  M.D.,  of  Miami,  Fla.;  “New 
Directions  in  tbe  Diagnosis  and 
Treatment  of  Depression  in  Late 
Life,” by  Paul  Markovitz,  M.D., 

Ph.D.,  of  Beechwood,  Ohio;  “The 
Hot  (Hypertension  Optimal  Therapy) 
Study:  How  Low  Should  Blood  Go?” 


by  Daniel  Jones,  M.D.,  of  the 
University  of  Mississippi;  and 
“Diagnosis  and  Treatment  of  Non- 
Cardiac  Chest  Pain,  ” by  Volkan 
Taskin,  M.D.,  of  Charleston. 

On  Friday  evening  an  All  Member 
and  Alumni  Homecoming  Party  is 
planned  which  will  feature  a western 
barbeque  cookout  with  entertainment 
by  The  Castle  Family. 

Saturday  morning’s  events  will 
include  five  scientific  lectures  - - 
“Chronic  Obstructive  Pulmonary 
Disease  - Lower  Airway;  ” “Secondary 
Prevention  of  Coronary  Events:  The 
Role  of  Heart  Rate  Reduction  and 
Hypertension  Control;  ” “Management 
of  Upper  Airway  Distress  Due  to 
Allergies;  ” and  “Diagnosis  and 
Differentiation  of  Acute  and 
Chronic  Bronchitis.  ” 

A variety  of  special  luncheons  are 
then  planned  before  the  sessions 


reconvene  at  1:30  p.m.  with 
“ Treatment  of  Perennial  Rhinitis  in 
Cardiovascular  and  Pulmonary 
Patients,  ”by  Bill  Calhoun,  M.D.,  of 
the  University  of  Pittsburgh.  Three 
other  lectures  are  planned  for 
Saturday  afternoon  and  then  a 
reception  by  Bristol  Myers  Squibb  is 
planned  followed  by  the  annual 
banquet  and  installation  of  officers.  In 
addition,  a dessert/cordial  party  will 
be  hosted  by  Eli  Lilly  & Company. 

“Obsessive  Compulsive  Disorders  in 
the  Family  Practice  Setting,  ” is  the  title 
of  the  first  lecture  on  Sunday  and  it 
will  be  presented  by  Duncan  Clark, 
M.D.,  of  Pittsburgh.  The  meeting  will 
feature  three  other  lectures  and 
drawings  for  door  prizes  before  it 
concludes  at  noon. 

For  CME  and  registration 
information,  please  call  the 
WVAAFP  at  (304)  776-7610. 


Dates  set  for  1 997  loss  control  seminars 

Medical  Assurance  of  West  Virginia,  Inc.,  has  scheduled  the  following 
10  Physician  Loss  Prevention  Seminars  for  1997.  To  register,  phone  Mary 
Ellen  Morris  at  (800)  331-6298  or  346-8228. 


Tuesday,  May  13 

6 p.m. 

Tuesday,  May  27 

6 p.m. 

Tuesday,  June  17 

6 p.m. 

Thursday,  June  19 

6 p.m. 

Thursday,  July  10 

6 p.m. 

Tuesday,  July  29 

6 p.m. 

Tuesday,  Sept.  9 

6 p.m. 

Thursday,  Sept.  11 

6 p.m. 

Tuesday,  Oct.  7 

6 p.m. 

Tuesday,  Nov.  4 

6 p.m. 

Charleston  Marriott,  Charleston 
Holiday  Inn,  Martinsburg 
Radisson  Hotel,  Huntington 
Oglebay  Wilson  Lodge,  Wheeling 
Brass  Tree  Restaurant,  Williamson 
Holiday  Inn,  Clarksburg 
Bluefield  Country  Club,  Bluefield 
Eurosuites  Hotel,  Morgantown 
Blennerhassett  Hotel,  Parkersburg 
Glade  Springs  Resort,  Beckley 


78  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Register  today  for  CME  workshop! 


“Review  and  Preview  of  CME 
Essentials  and  Standards  ” is  the  title 
of  a CME  workshop  which  the 
WVSMA  is  sponsoring  on  Wednesday, 
May  28  at  the  Robert  C.  Byrd  Health 
Sciences  Center  in  Charleston. 

“This  is  a CME  workshop  you  don’t 
want  to  miss  because  many  of  the 
state’s  experts  in  CME  will  be 
participating  in  this  event,”  Nancie 
Albright,  WVSMA’s  associate  executive 
director  said.  “We  are  offering  this 
workshop  because  we  have 
received  numerous  requests  from 
physicians  for  site  survey  training.” 
This  event  will  begin  at  9:30  a.m. 
with  a welcome  by  James  D.  Helsley, 
M.D.,  chairman  of  WVSMA’s  CME 
Committee.  David  W.  Bailey,  M.B.A., 
of  Marshall  University,  will  then 
discuss  “The  ESSENTIAL  Experience.  ” 
After  a break,  concurrent  sessions 
will  be  conducted  on  “Sponsorship: 
Both  Joint  and  Co  Along  With 
Alternative  Formats  in  Program 
Design ,”  by  Robin  C.  Rector,  M.A., 
of  CamCare  Health  Education  & 
Research  Institute;  and  “Step-by-Step 


The  AMA’s  Physician’s  Recognition 
Award  (PRA)  is  the  most  widely 
accepted  standard  for  recognizing 
physician  completion  of  CME,  and  in 
1996  issuance  of  PRA  certificates 
increased  11%  due  to  the  availability 
of  a new  online  application  and 
reciprocal  arrangements  with  state  and 
specialty  medical  societies  which 
makes  the  process  quicker  and  easier. 

The  electronic  PRA  application  is 


Dr.  Stephen  D.  Ward,  editor  of  the 
West  Virginia  Medical  Journal,  has 
been  appointed  to  serve  on  the 
AMA-Senior  Physician  Services 
(AMA-SPS)  Editorial  Advisory  Board. 
The  board’s  duties  are  to  supervise 
the  publication  of  Senior  Physician 
News  and  to  regularly  examine,  add 
to,  delete,  or  otherwise  oversee  the 
benefits  and  services  provided  to 
AMA-SPS  members. 


Planning  of  an  Annual  Meeting 
with  Special  Emphasis  on  Commercial 
Support,  ” by  Clara  M.  Clay  of  EN  & T 
Associates.  Lunch  will  be  on  your 
own  from  noon  - 1:30  p.m. 

At  1:30  p.m.,  the  workshop  will 
reconvene  with  a presentation  by 
Dr.  Helsley  on  “ACCME:  Future 
Possibilities.  ” The  concurrent 
sessions  will  then  be  repeated  with 
the  additional  choice  of  a “Surveyor 
Training  Workshop  for  Physicians ,” 
by  Dr.  Terry  Elliott  of  Wheeling. 

A networking  break  will  take 
place  from  3 p.m.  - 3:30  p.m.,  and  a 
panel  discussion  on  “Health  Care 
Systems  Communications  - - Who 
Provides  Credit”  will  be  presented. 
The  meeting  will  conclude  after 
evaluations  have  been  completed. 

The  registration  fee  is  $75  for 
WVSMA  members  and  $125  for  all 
other  individuals.  Registration  is 
by  pre-registration  only  - - there 
will  be  no  on-site  registration. 

To  register,  phone  Shirleen  at  the 
WVSMA  at  (304)  925-0342  or  fax  her 
at  (304)  925-0345. 


located  at  http://www.ama-assn.org 
and  then  proceed  to  the  “Medical 
Science  and  Education  ” section.  In 
addition,  the  new  online  Physician 
Select  database,  which  lists  all  U.S. 
physicians,  now  includes  text  noting 
if  a physician  holds  the  PRA  certificate. 

For  further  information  or  to  obtain 
a PRA  application  by  phone,  call  the 
AMA  at  (312)  464-4665,  or  by  fax 
(800)  621-8335  and  press  2. 


The  AMA-SPS  has  over  7,000 
members  who  are  retired  or  are 
contemplating  retirement.  This  section 
offers  members  discounts  on  travel, 
as  well  as  retirement  and  educational 
seminars,  the  quarterly  newsletter 
Senior  Physician  News,  and  many 
other  services  for  $35  a year. 

For  more  information  about 
membership  in  AMA-SPS,  call 
(800)  262-3211,  ext.  5624. 


WVSMA  now 
has  Web  site!! 

WVSMA  is  proud  to  announce 
its  partnership  with  Marcom  in 
the  development  of  the 
WVSMA’s  World  Wide  Web  site 
http:www.iwsma.com. 

The  WVSMA’s  Web  site 
features  general  information 
about  the  association, 
membership  information  and  an 
application,  legislative  updates 
and  more. 

Members  are  welcome  to  offer 
their  comments  and  suggestions 
regarding  the  web  site  by 
contacting  Tim  Allman  at  the 
WVSMA  (304)  925-0342  or  by 
e-mail  at  wvsma@aol.com.  In 
addition,  any  WVSMA  member 
interested  in  a Web  site  can 
contact  Jim  Martin  of  Marcom  at 
(304)  842-0282  or  through  e-mail 
at  jim.martin@marcominc.com. 

Otolaryngologists 
plan  spring  meeting 

The  West  Virginia  Academy  of 
Otolaryngology  - Head  and  Neck 
Surgery,  Inc.  will  hold  its  15th 
National  Annual  Spring  Meeting 
from  May  23-26  at  The  Greenbrier 
in  White  Sulphur  Springs. 

For  more  details,  contact  Clara 
Clay  at  (304)  342-7054,  ext.  132. 


Special  Notice! 

In  Figure  2 of  “Long-term 
trends  in  cancer  mortality  rates 
for  West  Virginia  ” which 
appeared  in  the  January/February 
issue  of  the  Journal , the  data 
lines  depicting  mortality  rates  for 
cancer  of  the  lung  and  bronchus 
for  WV  females  and  U.S.  males 
were  reversed.  For  more 
information,  please  refer  to 
reference  9 in  the  article  or 
phone  Robert  German  at  the 
CDC  in  Atlanta  at  (770)  488-3008. 


Issuance  of  PRA  certificates  increases  11% 


Ward  named  to  AMA-SPS  Editorial  Board 
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Tuesday,  August  19 

6 p.m. 


4 30 (A  C Cy&ucymt 20-23 ',  4997 


WVSMA  Executive  Committee  Dinner/Business  Meeting 


Wednesday,  August  20 


Noon  -1:30  p.m. 
1:30 -4:30  p.m. 
6:30  - 7:30  p.m. 


Executive  Committee/Council  Luncheon 
WVSMA  Council  Meeting 
Presidential  Reception 


Thursday,  August  21 

7 a.m.  - 8:30  a.m.  Medical  Education  Committee  Breakfast  Meeting 

8:30  a.m.  - Noon  Pain  Relief:  Options  and  Controversies 

“Management  of  Cancer  and  Non-Cancer  Pain  " - Albert  M.  Brady,  M.D. 

“Hospice:  Playing  Team  Ball  in  the  Fourth  Quarter”  - Stephen  L.  Sebert,  M.D. 
“Relief  of  Terminal  Suffering  and  the  Courts”  - Timothy  E.  Quill,  M.D. 

“How  to  Manage  Pain  and  Keep  Your  License  ” - A.  Paul  Brooks,  M.D.  & Deborah  L. 
Panel  Question  & Answer 


Rodecker,  J.D. 


Noon-1 :30  p.m.  Lunch  and  Learn  (limited  space) 

“Was  Barter  Better?  Changes  in  Physician  Compensation”  - James  L.  Comerci,  M.D. 
Panel:  AMA  President  and  other  visiting  dignitaries 


2 p.m.  Golf,  Tennis,  and  Volleyball  Tournaments 

4 p.m.  1998  Annual  Program  Committee  Meeting 


6:30-7:30  p.m. 


Reception 


Friday,  August  22 

7:00  a.m. 

8:30  a.m. 


Noon-1 :30  p.m. 


Noon 


1:30  p.m. 
5:30-6:30  p.m. 
9:30-11  p.m. 


Breakfast  Meetings  (times  and  locations  to  be  announced) 

First  Session  of  the  House  of  Delegates 

Edmund  B.  Flink  Address  - “Evolution  of  Pneumococcal  Disease:  1970s  - 1990s”  - Maurice  A.  Mufson,  M.D. 
Thomas  L.  Harris  Address  - “Family  Violence:  Doctor,  I Need  Your  Help”  - 
Robert  E.  McAfee,  1994-1995  AMA  President 
Announcement  of  1997-98  Candidates  for  Office 
WVSMA  Presidential  Address  - Ronald  E.  Cordell,  M.D. 

Lunch  and  Learn  (limited  space) 

“Workers  ’ Compensation:  Best  of  Times  & Worst  of  Times  for  Treating  Physicians  and  Consulting  Physicians  ” - 
Edward  J.  Doyle,  M.D. 

Panel:  AMA  President  and  other  visiting  dignitaries 

Specialty  Meetings  - Various  chapters  of  West  Virginia  Specialty  Societies  will  be  scheduled  for 
luncheon/business  and  scientific  meetings.  Times  and  locations  will  be  noted  at  a later  date  in  the 
official  program. 

Resolutions  Committee  - Open  Session 

Reception  hosted  by  WVU/MU  Schools  of  Medicine,  WVU  and  MCV  Alumni 
Entertainment  - “Santa  Cruz  Band” 


Saturday,  August  23 

7:30  a.m. 

8:30-9:30  a.m. 

9:30  a.m. 


Breakfast  Meetings  (times  and  locations  to  be  announced) 

Delegate  Voting  and  Registration 

Second  Session  of  the  WVSMA  House  of  Delegates 

“Health  System  Reform  1997  and  Washington  Update”  - Percy  Wootton,  M.D.,  AMA  President 
Resolutions 

Announcement  of  Election  Results 


Noon-l:30  p.m. 

1:30  p.m. 

4-5  p.m.* 


WVSMA  Component  and  Specialty  Society  Presidents,  Past  Presidents, 
Visiting  State  Presidents  and  50- Year  Graduates  Luncheon 

Reconvene  Second  Session  of  the  House  of  Delegates  (business  continued) 
Oath  of  Office  and  Presidential  Address  (Thomas  H.  Chang,  MD) 

Reception  honoring  newly-installed  officers  of  WVSMA  and  Alliance 
* Time  dependent  upon  adjournment  of  House  of  Delegates  Session 


you  ready  for  a 

CME  and  R&R? 


little 


The  west  Virginia  state  Medical  Association's 

130th  Annual  Medina 

The  Greenbrier 

white  sulphur  Springs,  west  Virginia 


August  20  - 23,  1997 


• Scientific  Sessions 

• Tournaments 

• Speciality  Meetings 

• Exhibits 

• Lunch  & Learn 

• Entertainment  • Receptions 

Plus,  enjoy  all  the  amenities  and  the  wonderful  atmosphere  of  The  Greenbrier! 

1997  Annual  Meeting 

Name  

Address 

City  State Zip 


Registration: 


The  WVSMA  is  now  offering  an  Early  Bird  Registration.  Register 
before  August  1, 1997  and  take  $10  off  registration  fees. 


County Specialty 

Phone  Fax 


Through  Aug.  1,  1997  After  Aug.  1,  1997 

WVSMA  Member  S 1 1 5 WVSMA  Member  $ 1 25_ 

Non-member  $165 Non-member  $175 


Payment  by:  Check Visa MasterCard 

Card  Number 

Expiration  Date 

Signature 

• Cancellation  Policy: 

There  will  be  a $25  administrative  fee  for  cancellations  after 
August  1,  1997. 


Please  call  The  Greenbrier  for  room 
reservations  or  directions  to  the  facilities. 

1-800-624-6070 


Additional: 


Thursday,  August  21 

Physician 

$50 

Lunch  & Learn 

All  others 

$35 

“Practice  Management  and  Capitation  ’’ 

Friday,  August  22 

Physician 

$50 

Lunch  & Learn 

All  others 

$35 

“ Workers  ’ Compensation  ” 


If  paying  by  check,  please  send  registration  form  and  check  to: 
West  Virginia  State  Medical  Association, 

P.O.  Box  4106,  Charleston,  WV  25364 


CME  & Special  Events 


Charleston  Area  Medical  Center  - Charleston 


Thursday,  April  3 

“ Treating  the  Diabetic  Patient  Requiring  Insulin,  "noon 

Thursday,  April  17 

“Diabetes  in  Pregnancy,  "noon 

Thursday,  May  1 

“Managing  the  Patient  with  Diabetic  Complications,  "noon 

Thursday,  May  15 

“Minimally  Invasive  Endoscopic  Saphenous  Vein  Harvest,  ” 
noon 


Huntington  Med.  Comm.  Foundation  - Huntington 


Wednesday,  April  9 

“Lipid Disorders,  "Robert  Touchon,  M.D.,  Tug  Valley  Medical 
Society,  Williamson,  6 p.m. 

Tuesday,  April  22 

“TBA,  ” Logan  General  Hospital,  noon 

Wednesday,  April  23 

“Decubitus  Ulcers,  "Charles  McCormick,  M.D.,  Williamson 
Memorial  Hospital,  6 p.m. 

Friday,  April  28 

“Hepatitis A,  B,  C,  "Charles  Turner,  M.D.,  Three  Rivers 
Medical  Center,  Louisa,  KY,  6 p.m. 


WV  Chapter  of  International  Physicians 


Saturday,  June  21 

“Annual  Meeting  of  the  WV  Chapter  of  International 
Physicians,  "India  Center,  South  Charleston 


Robert  C.  Byrd  HSC  - Morgantown 


Saturday,  April  5 

“Treating  the  Nicotine-Dependent  Patient,  "Charleston 
Mariott,  Charleston 

Saturday,  April  5 

“12th  Medicolegal  Investigation  of  Death  Seminar” 


Thursday,  April  10  - Friday,  April  11 

“Spirometry  Training,  "John  Jones  Conf.  Ctr.,  Robert  C. 
Byrd  HSC,  Morgantown 

Thursday,  April  10  - Saturday,  April  12 

“AIDS  in  West  Virginia,  ” Days  Inn,  Flatwoods 

Thursday,  April  24  - Saturday,  April  26 

“Treating  Traumatic  Stress  and  Dissociative  Disorders,  ” 
Location:  TBA 

Friday,  May  16 

“WVNEC  10th  Annual  Symposium:  Moving  Beyond  ‘There’s 
Nothing  More  We  Can  Do  ’ to  providing  Quality  Care  at  the 
End  of  Life,  ” Main  Auditorium,  Robert  C.  Byrd  HSC,  Morgantown 

Friday,  May  16  - Saturday,  May  17 

“Breast  Pathology,”  Robert  C.  Byrd  HSC,  Morgantown 


WV  State  Medical  Association  - Charleston 


Wednesday,  May  28 

“Review  and  Preview  of  CME  Essentials  and  Standards, 
Robert  C.  Byrd  Health  Sciences  Center,  Charleston, 

9:30  a.m.  - 5 p.m.  (By  pre-registration  only) 


WV  Academy  of  Ophthalmology  - Charleston 


Thursday,  April  24  - Sunday,  April  27 

“WV  Academy  of  Ophthalmology’s  50th  Annual  National 
Spring  Meeting,  "White  Sulphur  Springs 


HAPPY 

DOCTORS’  DAY!!! 
MARCH  30th 
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This  is  a CME  Workshop  you  don't  want  to  miss 


Register  now! 


Wednesday,  May  28 
9:30  a.m.  - 5 p.m. 
Robert  C.  Byrd  HSC 
Charleston,  WY 


Registration: 

Physician  members:  $75 
All  others:  $125 


• Please  note:  There  will  be  no  on-site  registration. 
This  workshop  will  be  by  pre-registration  only. 


• Please  call  or  fax  Shirleen  at  the  WVSMA  to  register. 

(304)  925-0342  or  fax:  (304)  925-0345 


In  the  year  2001 , it  is  projected  that  95%  of  physicians  will  be  working  under 
managed  care  contracts. 


WHO  WOULD  YOU  CHOOSE  to  advise  the  Legislature  on  the  new  rules? 


□ 1 . Trial  Lawyers 

□ 2.  Corporate  Hospitals 

; □ 3.  Alternative  Care  Providers 

□ 4.  WESPAC 

n 

: If  you  voted  for  #4,  join  today! 


\ 


WESPAC  • P.O.  Box  4106  • Charleston,  WV  25364 

Name  MD/DO/Alliance/ 

Resident/Student 


Address 


Membership  Level: 


□ $365  Club 

□ Extra-Miler  $150 

□ Sustainer  $100 

□ Regular  $50 

□ Residents  $25 

□ Medical  Students  $10 


Please  use  a personal  check  to  send  your  membership  contribution  to  WESPAC.  Contributions  are  not  tax  deductible. 
($20  of  the  Regular  membership  and  $50  for  Sustainer  and  higher  membership  dues  go  to  AMPAC  for  Alliance  and 
physician  membership,  unless  you  note  WESPAC  only  on  the  memo  portion  of  your  check). 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA,  the  WVSMA  nor  the  component  medical 
societies  will  favor  or  disfavor  anyone  based  on  the  amount  of  or  failure  to  make  PAC  contributions.  Contributions  are 
subject  to  Federal  Election  Commission  Regulations  and  the  West  Virginia  Secretary  of  State  Regulations. 


Spring 

Ah,  but  I wait  for  spring 

To  release  me  from  this  cold  winter  chill 

I wait  for  the  robin’s  wing 

To  guide  the  sun  back  to  the  hills. 

The  long  night  of  winter 
with  snow  drifting  round 
Has  brought  grey  icy  splinters 
Which  cover  the  earth  like  a shroud. 

Not  even  a warm  hearth 
Can  push  back  the  pall 
As  frigid  currents  of  air 
Seep  in  rivulets  through  the  hall. 

Scraping  the  snow  down  to  the  ground 
I search  for  a crocus 
But  there  is  none  to  be  found 
Only  ice  and  the  dead  brown  moss. 

Where  is  my  Springtime  Fairy? 

With  butterfly  wings  and  impish  smile 
Hurry  to  me,  do  not  tarry 
Warm  my  heart  and  stay  awhile. 

Melt  the  snow  and  warm  the  air 
Bring  forth  the  bounty  of  fruit  and  flower 
Burst  open  the  daffodil’s  trumpet  flare 
Turn  the  sting  of  sleet  to  a warm  soft  shower. 

Ah,  but  I wait  for  spring 
To  feel  the  sun  on  my  upturned  face 
And  my  heart  with  the  birds  to  sing 
Of  life’s  renewing  grace. 

Phillip  V.  Swearingen,  M.D. 


Poetry 
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Bureau  for  Public  Health  News 


This  page  of  material  is  submitted  and 
paid for  by  the  Bureau  for  Public  Health. 


New  DHHR  secretary  named 

Governor  Cecil  Underwood  has  named  Joan  E.  Ohl  as 
the  new  Secretary  of  the  Department  of  Health  and 
Human  Resources.  Those  who  have  been  involved  in 
public  health  activities  focusing  on  school  health  and 
rural  health  care  systems  are  especially  familiar  with 
Ohl’s  endless  energy,  dedication  and  commitment  to 
these  and  other  issues  facing  the  state  today. 

For  the  past  three  and  a half  years,  Ohl  has  served  as 
a board  member  of  the  state’s  Health  Care  Cost  Review 
Authority,  and  prior  to  that  served  in  several  administrative 
positions  in  private  educational  institutions  and 
associations.  While  working  with  C.E.  “Jim”  Compton 
and  the  Grafton  Coal  Company,  she  helped  develop  a 
chair  of  nutrition  research  at  the  WVU  School  of 
Medicine,  helped  establish  the  Harrison  County  School 
Health  Program  which  has  received  national  recognition 
and  served  as  the  basis  for  the  West  Virginia  Healthy 
Schools  Program,  served  on  the  Governor’s  Task  Force 
on  School  Health,  and  still  currently  serves  as  chair  of 
the  West  Virginia  School  Health  Committee. 

During  her  career,  Ohl  has  worked  extensively  with 
the  U.S.  Centers  for  Disease  Control  and  Prevention  on 
school  health  programs,  co-chaired  the  Area  2 
Partnership  for  Progress  Council,  and  assisted  with  the 
development  of  the  Mary  Babb  Randolph  Cancer  Center 
in  Morgantown.  She  has  been  a member  of  the  Health 
Care  Planning  Commission,  the  PEIA  Advisory  Board, 
the  WVU  School  of  Medicine  Visiting  Committee,  and 
currently  serves  on  the  Visiting  Committee  of  the  WVU 
School  of  Social  Work. 

Most  recently,  Ohl  assisted  in  the  effort  to  assist 
communities,  such  as  Calhoun  County,  in  restructuring 
their  ailing  rural  health  care  delivery  systems.  In 
addition,  she  has  also  helped  establish  the  Rural  Health 
Systems  Program,  a joint  program  between  HCCRA  and 
the  Bureau’s  Office  of  Community  and  Rural  Health 
Services,  that  is  very  active  in  assisting  facilities  and 
providers  across  the  state. 

The  Bureau  for  Public  Health  welcomes  Joan  Ohl  and 
wishes  her  much  success  in  her  administration. 


Events  set  for  Public  Health  Week 

The  West  Virginia  Bureau  for  Public  Health  is 
partnering  with  the  West  Virginia  Public  Health 
Association,  Inc.,  to  assist  local  health  departments, 
primary  care  centers  and  other  public  health  providers 
with  special  events  to  mark  National  Public  Health 
Week,  April  7-13.  Activities  will  include  health  fairs, 
facility  tours,  open  house  receptions,  and  special  clinics. 

This  year’s  theme,  “Public  Health  - An  Investment  in 
Your  Future,”  highlights  the  importance  of  supporting 
public  health  initiatives  which  reduce  needless  suffering, 
premature  death  and  high  medical  care  costs. 

“The  life  expectancy  for  the  average  American  has 
risen  30  years  since  the  turn  of  the  century,  and  public 
health  measures  account  for  23  of  those  additional  years, 
while  advances  in  clinical  care  contributed  to  the 
remainder,”  Dr.  Henry  G.  Taylor,  commissioner  of  the 
Bureau  for  Public  Health  said.  “Today,  nearly  70%  of 
early  deaths  in  West  Virginia  could  be  prevented  and 
millions  of  dollars  in  medical  costs  could  be  saved  by 
public  health  programs  that  address  lifestyle  and 
environmental  issues.  Yet,  public  health  receives  less 
than  1%  of  the  total  dollars  spent  on  health  care  funding 
in  the  state.  That  doesn’t  sound  like  much  of  an  investment 
to  me.” 

According  to  Taylor,  public  health  professionals  touch 
the  lives  of  every  West  Virginian  every  day,  but  rather 
than  focusing  on  individuals,  they  are  able  to  make  a 
more  effective  impact  by  utilizing  population  based 
strategies  to: 

*Prevent  epidemics  and  the  spread  of  disease. 

^Protect  against  environmental  hazards. 

*Prevent  injuries. 

^Promote  and  encourage  healthy  behaviors. 

*Respond  to  disasters  and  assist  communities  in  recovery. 

* Assure  the  quality  and  accessibility  of  health  services. 

*Provide  personal  health  care  services  when  necessary. 

For  more  information  on  public  health  programs  in 
your  community,  call  or  visit  your  local  health 
department  or  primary  care  center. 
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AH  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 

The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

1 -304-697-7304 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.’ 


COULD  YOU  USE  AN  EXTRA  $10,000? 

eral  vascular  surgery,  colon-rectal  surgery 
orthopedic  surgery  neurosurgery  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call:  1-304-697-7242  1-304-697-7304 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE! 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


1 -304-697-7242 


Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  of  'WVU, 
Communications  Division,  Morgantown 


New  clinic  aims  to 
prevent  heart  attacks 


Halperin  Finkel 


Patients  at  risk  for  heart  disease  — 
or  those  who  have  had  a heart 
attack  and  want  to  avoid  another  — 
will  benefit  from  WVU’s  new 
Preventive  Cardiology  Clinic. 

“We’ve  pulled  together  all  our 
resources  for  helping  people  avoid 
heart  disease  - cardiologists,  internists, 
nutritionists,  exercise  physiologists, 
psychologists  and  psychiatrists, 
experts  in  quitting  smoking,  and 
pharmacists  --  so  that  patients  don’t 
have  to  troop  around  from  one 
office  to  another  to  get  the  help 
they  need,”  says  clinic  co-director, 
Dr.  Alan  Halperin,  section  chief  of 
general  internal  medicine. 

For  most  people,  the  key  benefit 
of  the  clinic  is  the  opportunity  to 
have  a session  with  experts  chosen 
to  match  the  patient’s  particular 
needs.  The  group  also  works  with 
WVU  heart  disease  researchers,  and 
can  enroll  patients  in  clinical  trials 
of  the  latest  heart  care  methods. 
“Research  underway  at  WVU  includes 
national  studies  of  investigational 
drugs  and  approaches,”  says  Dr. 
Mitch  Finkel,  the  other  co-director 
of  the  clinic  who  is  also  vice  chair 
of  the  Department  of  Medicine. 


Surgeons  performing 
minimally  invasive 
bypass  surgery 


Vasil  akis 


Cruzzavala 


Minimally  invasive  direct  coronary 
artery  bypass  (MIDCAB)  surgery,  a 
less  invasive  surgical  approach  for 
bypassing  critically  stenosed 
coronary  arteries,  is  now  available  at 
WVU.  Drs.  Jose  Cruzzavala  and 
Alexander  Vasilakis,  of  the 
Department  of  Surgery,  perform  the 
operation  on  selected  patients. 

A MIDCAB  procedure  is  done 
without  sternotomy,  cardiopulmonary 
bypass  or  cardioplegia.  The 
anastomosis  is  done  under  “direct” 
vision  of  the  beating  heart  through 
a small  incision,  and  using  a pedicled 
arterial  conduit. 

Patients  who  have  MIDCAB 
operations  can  reasonably  expect 
faster  recovery  times  and  less  pain 
than  in  conventional  open-heart 
bypass  surgery.  Since  it  results  in 
fewer  blood  transfusions  and 
shorter  hospital  stays,  this  type  of 
surgery  is  particularly  beneficial  to 
elderly  patients,  and  those  with 
compromised  left  ventricular  function, 
or  cultural  or  religious  objections  to 
blood  transfusions. 

MIDCAB  is  typically  chosen  for 
certain  patients  as  an  alternative  to 
coronary  angioplasty  or  conventional 
open-heart  suigery.  For  more  details, 
phone  1 -800-WVA-MARS . 


Napora  named 
director  of  refractive 
surgery  service 


The  new  director 
of  the  WVU 
Department  of 
Ophthalmology’s 
refractive  surgery 
service  is  Dr.  Casey 
Napora  from  the 
National  Naval 
Center  in 
Napora  Bethesda,  Md. 

Dr.  Napora 

performs  photorefractive  keratectomy 
(PRK),  phototherapeutic  keratectomy 
(PTK),  and  radial  keratotomy  (RK). 
He  also  provides  services  in  corneal 
and  external  disease,  and 
comprehensive  ophthalmology. 

Dr.  Napora  is  now  recruiting 
individuals  who  are  mildly  to 
moderately  farsighted  — those  with 
hyperopia  of  up  to  plus  four  --  to 
participate  in  a clinical  trial  involving 
the  use  of  a new  excimer  laser  surgery 
technique  to  correct  farsightedness. 

For  more  details,  call  (304)  293-3757. 


WVUH  lab  services 
now  available 

WVU  Hospitals’  clinical  laboratories 
have  made  their  services  available  to 
hospitals,  clinics  and  physicians’ 
offices  in  the  region,  and  in  the 
neighboring  counties  of  Pennsylvania 
and  Maryland.  The  services  are  being 
offered  under  the  name  University 
Medical  Laboratories  (UML). 

UML  offers  customized  courier 
and  STAT  services,  as  well  as 
consultation  and  educational 
opportunities  to  clients.  In  addition, 
pathology  department  faculty  are 
available  to  discuss  unusual, 
interesting  or  difficult  cases. 
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Offices  are  Shrinking. 


Are  you  expanding?  Moving? 
Downsizing?  Let  us  help.  Our  space 
planning  pros  know  how  to  maximize 
office  productivity  and  space  utilization. 
They  do  it  so  you  can  get  the  optimal 
payback  for  your  investment. 

Kimball  Cetra®  and  Footprint®  are  the 
ultimate  solution  to  fast  changing 
needs.  Their  high  quality  and  low  price 
make  them  the  “best  buy”.  To  learn  how 
versatile  they  are,  just  call.  The  phone 
number  is  listed  right  below. 


Custom  Office  Furniture 

Two  miles  north  of  the  state  capitol 
1260  Greenbrier  Street,  Charleston,  WV  25311 
(800)  734-2045  • 343-0103 


Participating  Dealer  for 
AMERINET,  VHA  ACCESS, 
and  COLUMBIA/HCA 


Budgets  are  Tight. 


West  Virginia  Chapter  - American  College  of  Surgeons 


Annual  Spring  Meeting 


May  1-3, 1997 
The  Greenbrier 

White  Sulphur  Springs,  WV 

Larry  Carey,  M.D.  Eva  Singletary,  M.D. 

Chairman,  Department  of  Surgery  Surgical  Oncologist 

University  of  South  Florida  College  of  Medicine  M.D.  Anderson  Hospital 

“Pancreatitis”  “Breast  Cancer” 


Speakers  from  the  Southwestern  Pennsylvania  Chapter,  the  West  Virginia  Chapter  and  residents  from 
WV  training  programs  will  complete  the  program.  Golf  tournament  and  reception  on  Friday.  Registration 
fee  is  $100  and  10.5  CME  hours  are  available.  For  more  information,  contact  Sharon  Bartholomew  at 
(304)  598-2802.  For  room  reservations,  contact  The  Greenbrier  at  (800)  624-6070. 


Marshall  University 
School  of  Medicine  News 


Compiled  from  material  furnished  ty  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


MU  study  shows  ATV 
accidents  on  rise 

The  increasing  popularity  of 
all-terrain  vehicles  (ATVs)  has 
resulted  in  an  increase  in  ATV-related 
traumas,  Marshall  surgeons  found  in 
a retrospective  study  of  cases  seen 
at  Cabell  Huntington  Hospital. 

The  results  were  presented  March  4 
at  the  School  of  Medicine’s  Research 
Day  by  Dr.  Dan  Lister,  PGY-4,  and 
co-authors  were  Dr.  John  Carl, 
PGY-3,  Dr.  James  Morgan,  Dr.  David 
Denning,  and  Dr.  Bonnie  Beaver. 

From  1 991-1995,  there  were  142 
patients,  ranging  in  age  from  2-80, 
presenting  with  A1V  injuries.  Half 
were  age  18  or  younger,  and  only  six 
had  been  wearing  helmets.  About 
10%  had  positive  blood  alcohol 
tests.  Two  accident  victims  died. 

Orthopedic  injuries  were  the  most 
frequent  (61.2%),  followed  by  facial 
(30.2%),  head  (23-9%),  chest  (11.9%), 
abdominal  (9.1%)  and  spine  (8.4%). 
The  average  hospital  stay  lasted  5.4 
days;  39  patients  spent  an  average  of 
4.4  days  in  the  1CIJ.  Initial 
hospitalization  costs  alone  topped 
$1.25  million.  This  did  not  include 
the  additional  costs  for  the  three 
patients  who  were  moved  to  other 
acute  care  hospitals  and  the  five  who 
required  long-term  rehabilitation. 

The  researchers  have  expanded 
their  study  statewide  and  found 
similiar  ages  and  injuries.  Two  of 
the  12  riders  killed  in  the  state 
during  the  study  were  1 1 years  old. 

The  researchers  recommend  that 
physicians  lobby  for  legislation 
setting  a minimum  age  limit  for  AIV 
operators  and  requiring  licensure  of 
operators,  mandatory  safety 
equipment  and  rider  education. 


Over  50  presentations 
given  at  Research  Day 

The  School  of  Medicine’s  10th 
Annual  Research  Day  on  March  4, 
featured  more  than  50  presentations 
and  a keynote  address  from  New 
York  University  geneticist  Rochelle 
Hirschhorn,  M.D. 

The  award  winners  are  as  follows: 

Basic  Science  Poster  - Jeannette 
Engle,  who  with  Hope  Punnett  and 
Sheldon  Finver  presented  “PCR 
analysis  of  chromosomal 
abnormalities  in  Rebo-1,  a pre-B 
leukemic  cell  line”, 

Clinical  Case  Study  - Mubarik 
Khan,  who  with  Kevin  Yingling 
presented  “Case  studies  and  review 
of  pericardial  disease  ”, 

Clinical  Science  Oral  (a.m.)  - 

Stephen  Dawson,  who  with  Ronald 
Stanek  and  Maurice  Mufson 
presented  “Epidemiology  and 
clinical  characteristics  of  subgroup 
A and  B respiratory  syncytial  vims 
lower  respiratory  trad  illnesses  in 
infants  and  children,  ” and 

Clinical  Science  Oral  (p.m.)  - 

Dan  Lister,  who  with  John  Carl, 
James  Morgan,  David  Denning  and 
Bonnie  Beaver  presented  “Morbidity 
and  mortality  of  all-terrain  vehicle 
(AIV)  mage.  ” 

CME  reaccredited 

Marshall’s  CME  program  has  been 
reaccredited  through  the  year  2002 
by  the  Accreditation  Council  for 
Continuing  Medical  Education 
(ACCME).  “We’re  very  proud  of  this 
achievement  because  it  represents 
the  longest  accreditation  period  that 
the  ACCME  awards,”  said  David  N. 
Bailey,  the  director  of  MIJ’s  program. 


Med  School  boosts 
local  economy 

The  School  of  Medicine  pumped 
$142.6  million  into  the  Cabell/Wayne 
county  economy  in  the  last  fiscal 
year,  according  to  an  economic 
impact  study  released  March  11.  That 
represents  a return  of  $1 1.40  for  each 
dollar  of  state-appropriated  funds. 

“When  you  consider  that  the 
faculty  teach  375  students  and 
residents,  conduct  important 
scientific  research,  provide  medical 
care  to  thousands  of  patients,  and 
provide  about  $10  million  a year  in 
uncompensated  care,  it’s  clear  that 
the  State  of  West  Virginia  gets  a real 
bargain  for  its  $12.5  million,”  MU 
President  J.  Wade  Gilley  said. 

Since  1988-89,  when  a comparable 
study  was  done,  the  school’s 
economic  impact  has  nearly  tripled, 
from  $53-8  million  to  $142.6  million, 
'fhe  number  of  jobs  created  either 
directly  or  indirectly  has  more  than 
doubled,  from  2,320  to  5, 259- 
Revenues  received  by  local 
governments  more  than  quadrupled, 
from  $2.3  million  to  $9.9  million. 
Direct  spending  by  the  schcx>l  and  its 
employees,  students  and  visitors  rose 
from  $27.9  million  to  $74.1  million. 

“This  study  describes  a true 
economic  and  educational  success 
stoiy  for  our  region,”  said  Dr. 
Charles  H.  McKown  Jr.,  dean  of  the 
School  of  Medicine. 

Niles  to  lead  national 
grant  review  panel 

Dr.  Richard  Niles,  professor  and 
chair  of  the  Department  of 
Biochemistry  and  Molecular  Biology, 
was  appointed  chair  of  the  Grant 
Review  Panel  II  for  the  American 
Institute  for  Cancer  Research,  which 
provides  funding  for  research 
relating  nutrition  to  cancer. 
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ATTENTION  DOCTORS!! 


• Increase  your  income!  • Improve  your  collection  follow-up!  • Accelerate  your  receivables! 

The  Medical  Practice  Management  Institute 

Betsy  Suter  Gooding,  President,  Practice  Advantage  Consulting  and  Training  Services,  is  pleased  to  introduce  The  Medical  Practice  Management 
Institute,  a staff  development  program  established  to  provide  medical  office  personnel  with  an  expert  source  for  training  and  instruction. 

Staff  Development  Program  in  Practice  Management,  Practical,  Usable, 

Time-Saving  Solutions  for  Medical  Office  Managers  and  Support  Staff 

TRAINING  SESSION  I - COLLECTIONS  MANAGEMENT 

Proven  strategies  and  actions  to  improve  your  accounts  receivable  collections,  reduce  cost  of  billing  and  increase  your  profits! 

Tuesday,  May  6 Princeton,  WV  (Co-sponsored  by  Princeton  Community  Hospital) 

Wednesday,  May  7 Charleston,  WV  (Co-sponsored  by  Thomas  Memorial  Hospital) 

Friday,  May  9 Morgantown,  WV  (Co-sponsored  by  Mon  General  Hospital) 

Sessions  are  9 a.m.  - 4 p.m.  Cost  is  $100 

The  Medical  Practice  Management  Institute  is  pleased  to  offer  a 10%  discount  on  program  fees  to  all  paid  members  of  the 
Office  Managers  Association  of  Health  Care  Providers  or  member  office. 

Call  (304)  343-3368  for  BROCHURE 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Robert  E.  Pollard,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 

FAX  (304)  353-0215 


West  Virginia  School 
of  Osteopathic  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  Communications,  West  Virginia 
School  of  Osteopathic  Medicine,  Lewisburg 


Jones  named  to 
Bureau  of  Professional 
Education  of  AOA 

Olen  E.  Jones  Jr., 
president  of 
WVSOM,  has 
been  appointed  to 
the  Bureau  of 
Professional 
Education  of  the 
American 
Osteopathic 
Association  (AOA). 
The  Bureau,  a 
representative  body  of  both  the 
osteopathic  profession  and  the 
public,  serves  as  the  accrediting 
agency  for  colleges  of  osteopathic 
medicine.  It  also  reviews  and 
recommends  policy  changes  to  the 
AOA  Board  of  Trustees  in  the  areas 
of  predoctoral  and  postdoctoral 
osteopathic  education  and  CME. 
John  P.  Sevastos,  D.O.,  the  president 
of  the  AOA,  made  the  appointment 
with  the  approval  of  the  AOA  Board 
of  Trustees. 

“It  is  a great  honor  to  be  selected 
as  a member  of  the  Bureau  of 
Professional  Education,”  said  Dr. 
Jones.  “Not  only  does  it  reflect  very 
well  on  the  West  Virginia  School  of 
Osteopathic  Medicine  but  also  on 
all  higher  education  in  West  Virginia.” 
Dr.  Jones  has  been  president  of 
WVSOM  for  10  years  and  has 
received  numerous  awards  both 
individually  and  as  part  of  the 
institution.  Most  recently,  he  received 
the  national  Dale  Dodson,  D.O. 
Award  for  his  significant 
contribution  to  the  advancement  of 
osteopathic  medical  education. 


Mooney,  Buck  win 
WVRHEP  awards 

Two  of  the  five 
awards  handed 
out  at  the  recent 
West  Virginia 
Rural  Health 
Education 
Partnership 
(WVRHEP) 
awards  dinner 
went  to  personnel 
from  WVSOM. 

The  WVRHEP  program  held  its 
recognition  and  awards  dinner  in 
Charleston  on  February  17  to  honor 
the  exemplary  work  of  students, 
faculty  and  community  leaders  in 
rural  health  professions  education. 

Robert  Buck,  a fourth-year  med 
student  at  WVSOM,  and  John 
Mooney,  personnel  director  at 
WVSOM,  were  among  the  honorees. 
Buck  received  the  “Community 
Service  Project  Award”  in  recognition 
of  his  work  in  Monroe  County,  while 
Mooney  received  the  “Judith  C. 
Kandzari  Award”  for  his  contributions 
to  the  WVRHEP  program. 

Buck  was  chosen  on  the  basis  of 
his  work  with  tobacco  education 
programs  at  James  Monroe  High 
School.  The  program  was  sponsored 
by  the  Country  Roads  Consortium, 
where  Buck  has  served  several 
student  rotations  as  a part  of 
WVRHEP.  Buck  is  scheduled  to 
graduate  from  WVSOM  in  May  1997. 

Mooney  helped  develop,  foster, 
and  promote  the  relationship  between 
WVSOM  and  the  state’s  rural  health 
education  programs  as  Senior 
Program  Coordinator  in  WVSOM’s 
Clinical  Education  Office  for  many 
years.  As  personnel  director,  he 
continues  to  be  a strong  supporter 
and  advocate  of  the  state’s  rural 
health  education  programs. 


Five  WVSOM  students 
receive  health 
science  scholarships 

Five  medical  students  from  the 
West  Virginia  School  of  Osteopathic 
Medicine  were  recently  named  as 
$10,000  West  Virginia  Health 
Sciences  Scholarship  winners, 
announced  W.  Donald  Weston, 

M.D.,  vice  chancellor  for  health 
sciences  for  the  University  System  of 
West  Virginia. 

The  five  WVSOM  students 
awarded  scholarships  are  Matthew 
Arvon  of  Beckley;  Joseph  Dawson 
of  Richwood;  Stephanie  Frame  of 
Elkins;  Lori  McClelland  of 
Charleston;  and  Kathy  Short  of 
Philippi. 

These  WVSOM  students  are 
among  25  recipients  from  across  the 
state  who  are  pursuing  careers  in 
primary  care  and  rural  practice  in 
West  Virginia. 

Report  reveals 
WVSOM’s  impact  on 
rural  health  care 

Med  students  at  the  West  Virginia 
School  of  Osteopathic  Medicine  are 
having  a significant  impact  on  the 
health  care  of  residents  who  live  in 
rural,  underserved  areas  of  the  state, 
according  to  the  West  Virginia  Rural 
Health  Education  Partnerships’ 
(WVRHEP)  1996  Annual  Report. 

This  report  states  that  WVSOM 
students  served  more  than  170 
rotations  totaling  852  weeks  at  the 
13  WVRHEP  consortiums  across 
West  Virginia  from  June  1,  1995  to 
May  31,  1996.  In  addition,  WVSOM 
students  served  313  rotations  for  a 
total  of  1 ,434  weeks  at  other  rural 
sites  in  the  state  during  this  period. 
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William  C Morgan,  Jr.  M.D.,  F.A.C.S. 


Otologist,  Diplomat,  American  Board  of  Otolaryngology 
Medical  and  Surgical  Treatment  of  Ear  Diseases 

Sheri  L.  Jeffries,  MS,  CCC-A,  Audiologist 

We  offer: 

• ABR  • Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
• Assistive  Listening  Devices  • Electronystagmography 


St.  Francis  Medical  Plaza  *331  Laidley  Street  • Charleston,  West  Virginia  25301  • 304-345-7100 


We're  helping  you  keep  West  Virginia  healthy. 

"■o  ^ 

A doctor's  job  is  more  than  healing  patients 
when  they're  sick — doctors  also  work  to  keep 
their  patients  healthy.  Carelink  Health  Plans 
helps  doctors  all  over  the  state  to  provide  the 
wellness  programs  West  Virginians  need 
to  improve  their  health.  Carelink  salutes 
the  West  Virginia  doctors  who  have 
made  the  Carelink  connection  to  providing 

better  health  care  to  their  patients.  ^ 348-2922  or  1 -800-348-2922 


Easter  Seals 


making  a difference  in  the  lives 
of  West  Virginians  with  disabilities 


J 


West  Virginia  Easter  Seal  Information  and  Referral  Service: 

• provides  individuals  with  disabilities  information  about  and  referral  to  appropriate  agencies  and 
professionals 

• provides  limited  funding  to  individuals  with  disabilities  to  use  toward  assistive  devices, 
evaluations  and  therapy. 

For  more  information,  contact:  Easter  Seal  Rehabilitation  Center 

1305  National  Road 
Wheeling,  W V 26003 

(304)  242-1390  Voice,  TDD  (304)  242-1390,  (800)  677-1390 


Alliance  News 


Teach  children  early  about  dangers  of  tobacco 

The  Coalition  for  a Tobacco-Free  West  Virginia  devotes  much  of  its  time  to  programs  for  youth.  The 
members  main  concern  is  that  West  Virginia  is  first  nationally  in  youth  tobacco  use,  second  in  spit  tobacco  use, 
and  fifth  in  smoking. 

If  you  ask  any  young  person  if  they  think  50%  of  their  peers  are  using  tobacco,  they  will  more  than 
likely  say  that  is  a modest  assessment.  Age  8 is  the  average  age  of  beginning  to  use  spit  tobacco  and  it  is 
often  offered  by  a relative.  Most  smokers  begin  at  age  13  and  are  encouraged  by  a friend.  In  addition,  in 
undercover  buying  attempts  by  minors  in  Southern  West  Virginia,  teens  were  able  to  buy  tobacco  products 
30%-80%  of  the  time. 

Since  we  are  from  medical  families,  we  presume  our  children  are  aware  of  the  health  risks  in  using  tobacco. 
Because  this  is  not  always  the  case,  we  need  to  address  the  following  in  the  third,  fourth  and  fifth  grades: 

1.  The  short-term  effects  of  smoking. 

2.  The  long-term  effects  of  smoking. 

3.  How  advertising  is  aimed  at  young  people. 

4.  The  negative  health  effects  of  spit  tobacco. 

Seventy  percent  of  teens  who  smoke  regret  they  started  and  they  are  amazed  at  how  fast  they  became  hooked  on 
tobacco.  The  tobacco  industry  spends  more  than  $5  billion  annually  on  advertising  and  the  influence  is  strong  - - the 
heaviest  advertised  brands  of  cigarettes,  Marlboro,  Camel  and  Newport,  are  the  brands  smoking  teens  prefer. 

Both  cigarette  and  cigar  ads  depict  smoking  as  a rebellious  feminist  thing  to  do.  With  men,  ads  make  smoking 
cigars  a status  symbol.  The  new  trend  in  the  cities  is  cigar  bars  where  men  and  women  both  puff  away  on  their 
stogies.  This  trend  is  influenced  by  movie  stars  personal  habits,  film  productions  and  advertising.  In  both 
cigarette  ads  and  cigar  ads,  the  people  are  most  attractive,  stylish,  having  fun,  popular  and  healthy  looking. 

There  is  never  any  tobacco  products  hanging  from  the  mouth,  nor  is  there  ever  any  smoke  in  view.  Have  you 
noticed  the  number  of  cigar  and  cigarette  smokers  appearing  in  movies?  This  is  by  design,  not  accident.  The 
tobacco  industry  pays  producers  to  use  their  products. 

Some  of  our  young  people  think  cigars  are  okay  because  they  do  not  inhale.  We  should  remind  them 
that  if  they  are  standing  next  to  someone  smoking,  they  are  inhaling.  In  an  recent  article  in  Better  Homes 
and  Gardens , cigars  are  referred  “a  killer  trend.”  It  points  out  that  although  cigars  are  hip  today,  they  are 
just  as  dangerous  as  cigarettes  because  concentrations  of  tar  and  nicotine  are  much  higher  in  cigars  than 
cigarettes.  Cigar  smokers  are  more  likely  than  non-smokers  to  suffer  from  persistent  coughs  and  phlegm 
and  also  face  an  increased  risk  of  peptic  ulcers.  The  Cancer  Society  says  cigar  smokers  have  four  to  10 
times  the  risk  of  dying  from  laryngeal,  oral  and  esophageal  cancers  than  do  non-smokers. 

Officer  Bruce  Talbot,  in  his  testimony  before  the  U.S.  Senate  Committee  on  Labor  and  Human  Resources 
said,  “Many  people  view  smoking  as  a freedom  of  informed  adult  choice.  Few  would  argue  that  13-year-old 
students  possess  the  knowledge  or  emotional  maturity  to  make  an  informed  decision  on  smoking.  The  current 
13-year-old  smoker  will  have  his  adult  choice  (to  smoke  to  not  to  smoke)  taken  away  by  nicotine  addiction.” 

Waiting  until  junior  high  or  high  school  is  far  to  late  to  influence  our  children  on  this  subject.  Once  they 
start  smoking,  it  is  almost  impossible  to  stop. 

Tear  this  article  out  of  the  Journal  today.  Put  it  on  the  refrigerator  to  be  at  the  top  of  the  agenda  during 
breakfast  or  dinner  tomorrow.  Do  it,  because  you  love  them  so  much. 

Carole  Scaring 

WVSMAA  Legislative  Chairman 

WVSMAA  Liaison,  Coalition  For  a Tobacco-Free  West  Virginia 
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Med  Student  News 


Take  pride  in  your  accomplishments 


Dear  WVSMA  Medical  Student  Section  Members: 

It  is  a pleasure  to  congratulate  the  new  officers  of  the  WVSMA  Medical  Student  Section.  Jason  D.  Harrah, 
a 2nd-year  student  at  Marshall  University,  will  serve  as  president  this  year;  Stephen  E.  Greer,  a lst-year 
student  at  the  WVU  School  of  Medicine,  Morgantown,  will  be  vice  president;  and  Claire  Sanger,  a 2nd-year 
student  at  the  West  Virginia  School  of  Osteopathic  Medicine,  is  the  new  secretary/treasurer. 

How  gratifying  it  is  to  see  so  much  interest  in  this  year’s  election!  Almost  200  ballots  were  returned 
compared  to  approximately  25-30  ballots  last  year.  In  addition,  instead  of  having  just  one  candidate  for 
each  office,  for  the  first  time  there  were  two  candidates  who  ran  for  the  office  of  vice  president.  It  was  a 
very  close  race  and  I hope  that  Lora  Jobe-Cremeans,  a 2nd-year  student  from  Marshall,  will  consider 
running  again  next  year. 

As  a result  of  the  election,  we  have  a student  from  the  West  Virginia  School  of  Osteopathic  Medicine, 
Claire  Sanger,  who  is  serving  as  an  officer.  I am  also  proud  to  announce  that  the  WVSOM  now  has  a news 
page  in  the  Journal  like  the  WVU  and  Marshall  University  Schools  of  Medicine.  The  WVSOM  page  will  be  a 
regular  section  of  the  Journal  and  it  premiers  in  this  issue  on  page  92. 

Over  the  past  few  years,  the  WVSMA  Medical  Student  Section  has  achieved  tremendous  growth  in 
membership  and  become  an  important  influence  in  WVSMA  and  AMA  activities.  The  scope  of  projects  you 
have  taken  on  and  your  commitment  to  improving  health  care  in  West  Virginia  deserve  special  praise.  The 
blood  drive  program  you  have  launched  is  a perfect  example.  On  February  26,  125  pints  of  blood  were 
collected  at  Ruby  Memorial  Hospital  in  Morgantown  due  to  the  efforts  of  the  WVU-Morgantown  MSS,  and 
blood  drives  are  planned  for  April  7 at  CAMC,  Memorial  Division,  in  Charleston,  and  for  April  8 at  the  VA 
Hospital  in  Huntington.  I want  to  wish  the  WVU-Charleston  MSS  and  Marshall  University  MSS  good  luck 
with  these  events  and  congratulate  the  WVU-Morgantown  MSS  for  a job  well  done. 

It  was  a rewarding  experience  to  meet  with  the  members  who  attended  your  recent  Annual  Meeting  in 
Charleston  during  the  WVSMA/WVACP  Mid- Winter  Seminars  and  Scientific  Conferences.  With  all  of  the 
problems  facing  medicine  today,  it  is  inspirational  to  experience  your  enthusiasm  for  our  profession. 

I look  forward  to  working  with  the  new  WVSMA-MSS  officers  and  I welcome  all  members  to  contact  me 
with  their  ideas  and  opinions. 


Ronald  E.  Cordell,  M.D.,  F.A.C.R. 
WVSMA  President 


Please  turn  to  page  62  for  pictures  from  this  year’s  WVSMA-MSS  Annual  Meeting! 
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New  Members 


We  are  pleased  to  welcome  the  following  new  members  to  the  WVSMA: 


Physicians 


George  A.  Ulma,  MD 
Montgomery,  WV 

Jalil  Shojali-Moghaddam,  MD 
Huntington,  WV 

Christopher  A.  Borchert,  MD 
Weston,  WV 

David  C.  Mendoza,  MD 
Parkersburg,  WV 

Amante  A.  Lopez,  MD 
Clarksburg,  WV 

M.  Salim  Ratnani,  MD 
Charleston,  WV 

Danilo  Gervacio,  MD 
Hagerstown,  MD 

Richard  R.  Lotshaw,  MD 
Morgantown,  WV 

Leandro  P.  Galang,  MD 
Parkersburg,  WV 

Stephen  L.  Carter,  MD 
Clarksburg,  WV 

Alaa  Ujali,  MD 
Beckley,  WV 

Annette  Kulifay-Hook,  MD 
Parkersburg,  WV 

Alan  M.  Lintala,  MD 
Beckley,  WV 

Tony  P.  Sellitti,  MD 
Weirton,  WV 

Christopher  Creighton,  MD 
Morgantown,  WV 

Charles  Scharf,  MD 
Beckley,  WV 

W.  Susie  Matulis,  MD 
Charleston  WV 

W.  Andrew  Kofke,  MD 
Morgantown,  WV 

James  Weinstein,  MD 
Clarksburg,  WV 

James  J.  Baek,  MD 
Charleston,  WV 

A.  Adel  Sabzevari,  MD 
Morgantown,  WV 

William  Rice,  MD 
Daniels,  WV 

David  C.  Waggoner,  MD 
Charleston,  WV 

Scott  Pollard,  MD 
Morgantown,  WV 

Bradley  J.  Richardson,  MD 
Barboursville,  WV 

Thomas  J.  Zekan,  MD 
Charleston,  WV 

T.  Eamon  Renaghan,  MD 
Morgantown,  WV 

Barry  A.  Levin,  MD 
Beckley,  WV 

Katherine  Hoover,  MD 
Lost  Creek,  WV 

Paul  Quarantillo,  MD 
Berkeley  Springs,  WV 

Luis  Suarez,  Jr.,MD 
Steubenville,  OH 

Brian  Richards,  MD 
Lewisburg,  WV 

Susan  Dubois,  MD 
Morgantown,  WV 

Thomas  A.  Herrman,  MD 
Parkersburg,  WV 

Kathy  D.  Harvey,  DO 
Logan,  WV 

Mitchell  Finkel,  MD 
Morgantown,  WV 

Paul  F.  Moodispaw,  MD 
Parkersburg,  WV 

Abdulmalek  Sabbagh,  MD 
Jane  Lew,  WV 

Alan  Halperin,  MD 
Morgantown,  WV 

David  A.  Law,  MD 
Parkersburg,  WV 

Alvin  Freund,  MD 
Martinsburg,  WV 

Thomas  Hogan,  MD 
Morgantown,  WV 

Richard  E.  Topping,  MD 
Elkins,  WV 

Lewis  Whaley,  DO 
Charleston,  WV 

Timothy  Koch,  MD 
Morgantown,  WV 

Deborah  A.  Bartholomew,  MD 
Charleston,  WV 

Ignacio  Cardenas,  MD 
Parkersburg,  WV 

Edward  Weinman,  MD 
Morgantown,  WV 
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Margaret  Jaynes,  MD 
Morgantown,  WV 

Darrell  L.  Donley,  MD 
Morgantown,  WV 

Neal  Aulik,  II,  MD 
Morgantown,  WV 

Mahreen  Hashmi,  MD 
Morgantown,  WV 

Camille  J.  Castaldo,  MD 
Morgantown,  WV 

Charles  J.  Bradac,  DO 
Logan,  WV 

Cynthia  Walsh,  MD 
Morgantown,  WV 

Aaron  S.  Dubrinsky,  MD 
Charleston,  WV 

Wenqing  Long,  MD 
Charleston,  WV 

Casimir  Napora,  MD 
Morgantown,  WV 

Jeffrey  T.  Braham,  MD 
Bridgeport,  WV 

Edward  J.  Quinlan,  MD 
Morgantown,  WV 

David  F.  Hubbard,  MD 
Morgantown,  WV 

Mouner  Darradji,  MD 
Wheeling,  WV 

Glen  D.  Vogelsang,  MD 
Morgantown,  WV 

Ewain  Wilson,  MD 
Morgantown,  WV 

Samuel  Brown,  MD 
Charleston,  WV 

Ahmad  M.  Jadaan,  MD 
Huntington,  WV 

Barbara  Ducatman,  MD 
Morgantown,  WV 

Hwan  Young  Yoo,  MD 
Morgantown,  WV 

Jonathan  G.  Newman,  MD 
Morgantown,  WV 

David  Rosiello,  MD 
Morgantown,  WV 

Cameron  D.  Duffy,  MD 
Charleston,  WV 

Brent  L.  Lehman,  MD 
Clarksburg,  WV 

Jeffrey  Pilney,  MD 
Morgantown,  WV 

Charles  R.  Mitchell,  MD 
Hurricane,  WV 

Jane  Maloof,  MD 
Morgantown,  WV 

Boppana  P.  Rao,  MD 
Logan,  WV 

Eleanor  Bucaycay,  MD 
Wheeling,  WV 

John  A.  McKnight,  MD 
Charleston,  WV 

Ajay  Kottapalli,  MD 
Man,  WV 

Scott  L.  Nestor,  MD 
Morgantown,  WV 

Sarah  S.  Avery,  MD 
Morgantown,  WV 

Virgil  Smaltz,  MD 
Wheeling,  WV 

Rick  A.  Fornelli,  MD 
Morgantown,  WV 

Ellen  Thompson,  MD 
Huntington,  WV 

Michael  Blatt,  MD 
Wheeling,  WV 

Mark  E.  McDaniel,  DO 
Clarksburg,  WV 

Kimberly  S.  Martin,  MD 
Charleston,  WV 

Geoffrey  Ruben,  MD 
Wheeling,  WV 

Roland  Benton,  MD 
Huntington,  WV 

Prescott  W.  Prillaman,  MD 
Morgantown,  WV 

Joseph  R.  Boudreau 
Beckley,  WV 

Melody  Cyrus  Stewart,  MD 
Huntington,  WV 

Moussa  Alhaj,  MD 
Huntington,  WV 

Resident  Phvsicians 

Cynthia  L.  Walsh,  MD 
Morgantown,  WV 

Kathryn  K.  Danner,  MD 
Huntington,  WV 

Henry  B.  Breland,  MD 
Charleston,  WV 

Ronna  L.  Monseau,  MD 
Morgantown,  WV 

Stephanie  Prosperi,  MD 
Morgantown,  WV 

Myra  L.  Carpenter,  MD 
South  Charleston,  WV 

John  F.  Mega,  MD 
Morgantown,  WV 

Jafar  Almashat,  MD 
Morgantown,  WV 

Joseph  W.  Pawlik,  MD 
Charleston,  WV 

Robert  W.  Edwards,  III,  MD 
Morgantown,  WV 

Todd  R.  Myers,  MD 
Huntington,  WV 
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David  Becker,  MD 
Charleston,  WV 

Christine  M.  Bruno 
Fairmont,  WV 

Melissa  Aragones  Kim 
Huntington,  WV 

Roberto  Reyna,  MD 
Cannonsburg,  PA 

Jeffrey  W.  Bunning 
Morgantown,  WV 

Ritu  K.  Khurana 
Morgantown,  WV 

Kathleen  O.  DeAntonis,  MD 
Pittsburgh,  PA 

Stacie  D.  Burton 
Clarksburg,  WV 

Lisa  M.  Kluth 
Morgantown,  WV 

Laurel  J.  Santino,  MD 
Charleston,  WV 

Kambayanda  Chengappa 
New  Martinsville,  WV 

Elizabeth  A.  Kniceley 
Morgantown,  WV 

Carol  D.  Freas,  MD 
Charleston,  WV 

Michael  Cho 
Morgantown,  WV 

Amy  D.  Lochow 
Huntington,  WV 

Medical  Students 

Matthew  A.  Colflesh 
Huntington,  WV 

Libby  A.  Long 
Morgantown,  WV 

Julio  G.  Davalos 
Morgantown,  WV 

Teri  L.  Cook 
Morgantown,  WV 

Shawn  Long 
Morgantown,  WV 

Kathy  D.  Short 
Philippi,  WV 

Jennifer  L.  Cornelius 
Fraziers  Bottom,  WV 

Heather  A.  Mason 
Morgantown,  WV 

Beth  A.  Knight 
Charleston,  WV 

Gabriele  DeMori 
Morgantown,  WV 

Kathryn  L.  Miller 
Morgantown,  WV 

Dwight  I.  Blair 
Morgantown,  WV 

Jason  S.  Dew 
Morgantown,  WV 

Lisa  A.  Moor 
Morgantown,  WV 

Terry  E.  Justice 
Huntington,  WV 

Laura  E.  Faix 
Morgantown,  WV 

Jennifer  Muhly 
Morgantown,  WV 

Carlton  W.  Herald 
Ronceverte,  WV 

Lloyd  J.  Farinash 
Morgantown,  WV 

Donald  L.  Norris 
Huntington,  WV 

Heather  A.  O’Shea 
Morgantown,  WV 

Kevin  L.  Fox 
Morgantown,  WV 

Allison  K.  Oley 
Morgantown,  WV 

Lekha  Hoto 
Morgantown,  WV 

Russell  L.  Fry,  II 
Huntington,  WV 

Sara  A.  Oyler 
Morgantown,  WV 

Harry  T.  Ameredes 
Morgantown,  WV 

Michael  R.  Goins 
Morgantown,  WV 

Leera  N.  Patel 
Morgantown,  WV 

Wallace  K.  Ammon 
Huntington,  WV 

Stephen  E.  Greer 
Morgantown,  WV 

Rhonda  A.  Pennington 
Morgantown,  WV 

Jason  A.  Barton 
Mineral  Wells,  WV 

Shawn  E.  Gurtcheff 
Morgantown,  WV 

Brian  C.  Policano 
Morgantown,  WV 

Amy  B.  Beasley 
Morgantown,  WV 

Denzil  W.  Hawkinberry,  II 
Morgantown,  WV 

Melissa  J.  Rife 
Morgantown,  WV 

Richard  W.  Brant 
Morgantown,  WV 

Eugenia  M.  Jarrell 
Huntington,  WV 

Shane  C.  Shupe 
Huntington,  WV 
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Chadwick  R.  Smith 
Huntington,  WV 

Gena  M.  Walker 
Morgantown,  WV 

Christine  K.  Kim 
Huntington,  WV 

Anna  M.  Smith 
Morgantown,  WV 

Jennifer  Wanda 
Morgantown,  WV 

Claire  Sanger 
Lewisburg,  WV 

Phillip  R.  Spangler 
Huntington,  WV 

Randy  L.  Warren 
Huntington,  WV 

Robert  L.  Lewis,  II 
Morgantown,  WV 

David  E.  Stickler 
Morgantown,  WV 

Tanya  C.  Warwick 
Huntington,  WV 

Karen  L.  Skidmore 
Junior,  WV 

Syam  B.  Stoll 
Huntington,  WV 

Tracy  L.  Weimer 
Huntington,  WV 

Sarah  E.  Harris 
Morgantown,  WV 

Tamejiro  Takubo,  Jr. 
Lewisburg,  WV 

David  M.  West 
Morgantown,  WV 

Nathan  T.  Mowery 
Morgantown,  WV 

Misty  K.  Trent 
Huntington,  WV 

Kerith  E.  Wilson 
Huntington,  WV 

Brian  T.  Kazienko 
Morgantown,  WV 

Michelle  R.  Vaglianco  Van  Pelt 
Morgantown,  WV 

Todd  A.  Smith 
Princeton,  WV 

Thomas  E.  McEldowny 
Charleston,  WV 

Marshall  P.  Vance 
Morgantown,  WV 

Jay  D.  Keener 
Morgantown,  WV 

William  J.  Livesay,  Jr. 
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Obituaries 


Thomas  G.  Folsom,  M.D. 

Dr.  Thomas  G.  Folsom,  88,  of  Huntington,  died 
January  21  at  Cabell  Huntington  Hospital  following  an 
extended  illness.  Dr.  Folsom  served  for  eight  years  as 
vice  president  of  medical  affairs  at  Cabell  Huntington 
Hospital 

Dr.  Folsom  was  bom  in  Fairfield,  Ohio  on  October  29, 
1908.  He  received  a B.S.  degree  from  Dennison 
University  in  1929  and  his  M.D.  degree  from  the 
University  of  Cincinnati  in  1932.  He  interned  at 
Cincinnati  General  Hospital  from  1932-33  and 
completed  a pediatrics  residency  in  1935.  In  addition  to 
his  medical  career,  Dr.  Folsom  was  a Lieutenant  in  the 
Navy  during  World  War  II. 

A member  of  the  WVSMA  since  1936,  Dr.  Folsom  was 
a secretary  for  the  State  Section  on  Pediatrics  and  was 
both  a member  of  the  Cabell  County  Medical  Society 
and  the  AMA. 

Dr.  Folsom  was  a past  president  of  St.  Mary’s  Hospital 
and  past  president  of  Cabell  Huntington  Hospital 
(Medical  Staff)  and  served  on  the  American  Board  of 
Pediatrics.  He  was  a member  of  Phi  Delta  Theta  and 
Alpha  Kappa  Kappa. 

Surviving:  wife,  lone  Dudley  Folsom  of  Huntington; 
one  son,  Thomas  G.  Folsom,  II  of  Russell,  Ky;  two 
grandchildren,  Thomas  G.  Folsom,  III  of  Lexington,  Ky 
and  Ann  Jackson  Folsom  of  Russell,  Ky;  one  niece,  Betty 
Bond  of  Roanoke,  VA;  one  nephew,  Dr.  William  Kopp 
of  Huntington;  two  brothers-in-law,  William  Dudley  of 
Arnold,  Md.,  and  Jay  Warren  of  Towson,  Md. 

“Dr.  Tom  Folsom  will  be  greatly  missed,”  said  W.  Don 
Smith,  Cabell  Huntington  Hospital’s  president  and  chief 
executive  officer.  “He  was  one  of  the  most  caring 
physicians  I have  ever  had  the  privilege  of  knowing. 

“And,  as  a practicing  physician  and  a vice  president  at 
Cabell  Huntington  Hospital,  he  had  the  respect  of  both 
of  his  patients  and  his  colleagues.  It  is  not  likely  that 
will  soon  see  another  physician  like  Dr.  Tom.” 

Dr.  Folsom  came  to  Huntington  from  Cincinnati  in 
1946  to  help  an  ailing  physician.  He  stayed  to  care  for 
three  generations  of  children  in  the  Huntington  area.  He 
retired  in  1981. 

A portrait  of  Dr.  Folsom  hangs  on  the  wall  in  Cabell 
Huntington’s  pediatric  ward.  The  inscription  reads: 

“ That  man  is  a success 
Who  has  lived  well, 

Laughed  often  and  loved  much; 

Who  has  gained  respect  of  intelligent  men, 
and  the  love  of  children...” 


“To  me  that  inscription  told  the  story  of  Dr.  Folsom,” 
said  Melanie  Mansour,  a close  friend  of  Dr.  Folsom’s. 
“He  loved  children  and  they  loved  him.” 

Memorials  may  be  directed  to  the  Thomas  G.  Folsom 
Pediatric  Scholarship,  c/o  Marshall  University  Foundation. 


Dr.  Sidney  Schnitt,  82,  of  Huntington,  died  Tuesday, 
January  14  at  his  home. 

Dr.  Schnitt  was  born  in  New  York  City  on  February 
28,  1914  and  he  was  the  son  of  the  late  Philip  and 
Martha  Glotzer  Schnitt.  He  earned  his  B.S.  degree  from 
the  College  of  the  City  of  New  York  in  1933  and 
received  his  M.D.  degree  from  New  York  University 
College  of  Medicine  in  1937. 

Dr.  Schnitt  interned  at  Beth  Israel  Hospital  in  New 
York  City  from  1938-40.  He  came  to  West  Virginia  in 
1943  and  served  as  a Major  in  the  Army  Medical  Corp  at 
the  VA  Hospital  until  1947,  when  he  took  a three-year 
surgical  residency  at  St.  Mary’s  Hospital  in  Huntington 
from  1947-49.  Dr.  Schnitt  became  a member  of  the 
WVSMA  in  1950  and  an  honorary  member  in  1985. 

He  practiced  surgery  in  Huntington  and  Ceredo,  WV 
until  1987  and  continued  to  consult  at  the  VA  until  1994. 
Dr.  Schnitt  was  a clinical  professor  of  surgery  at  Marshall 
University  School  of  Medicine  and  was  active  in  many 
charitable  organizations.  He  developed  the  medical 
bylaws  for  Cabell  Huntington  Hospital  and  served  as 
president  of  its  staff. 

Surviving:  Dorothy  Miller  “Dubby”  Schnitt  of  Huntington; 
three  children,  Ronni  Scardere  of  Hollywood,  CA,  Jerry 
Schnitt,  M.D.  of  New  Haven,  Conn,  and  Lainie  Schnitt  of 
Needham,  Mass.;  three  grandchildren,  one  brother, 
Martin  Schnitt  of  Brooklyn,  N.Y.;  and  a very  special 
friend,  Bonnie  Law  Horn  of  Huntington. 

Memorials  may  be  made  to  the  B’Nai  Sholom  Building 
Fund  or  Hospice  of  Huntington. 
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Ecomonic  credentialing  and  other  evils 


As  the  oxymoron  of  “managed 
care”  and  other  attendant 
. changes  in  health  care 
advance  across  the  landscape 
of  West  Virginia,  physicians  are 
beginning  to  experience  the 
problems  that  we  have  heard  about 
from  other  areas  of  the  country. 

We  are  often  being  asked  to  give 
up  our  right  to  practice  the  art  and 
science  of  medicine  in  deference  to 
withholding  or  delaying  care  so  that 
the  corporate  bottom  line  and 
shareholder  dividends  look  good. 
We  are  proffered  contracts  containing 
gag  clauses,  even  as  newspaper 
headlines  inform  us  that  managed 
care  entities  and  hospitals  deny 
having  such  clauses  in  their  contracts. 
These  clauses  would  prohibit  us 
from  fulfilling  our  responsibility  to 
discuss  certain  diagnostic  or 
treatment  options  with  our  patients 
if  they  were  not  offered  by  or 
covered  by  the  managed  care  plan. 
Furthermore,  many  of  these  gag 
clauses  in  the  contracts  also  contain 
language  prohibiting  any  “disparaging 
comments"  about  the  plan  or  hospital. 

One  such  problem  is  “economic 
credentialing,”  which  is  an  attempt 
to  link  a physician’s  ability  to  practice 
medicine  in  a plan  or  hospital  with 
his/her  ability  to  contribute  to  the 
bottom  line  of  that  entity.  The  penalty 
for  not  conforming  is  loss  of  medical 
staff  membership  and  privileges. 

Economic  credentialing  has 
nothing  to  do  with  quality  of  care 
or  professional  competency,  only 
economic  criteria.  Interestingly,  the 
state  of  Illinois  has  addressed  this 
issue  in  a bill  enacted  by  the  Illinois 
Legislature  and  jointly  agreed  to  by 
the  Illinois  Medical  Society  and  the 
Illinois  Hospital  Association  in  1993- 
This  legislation  stated  that  “the 
citizens  of  Illinois  are  not  served  by 
the  inappropriate  use  of  economic 


criteria  in  determining  an  individual’s 
qualifications  for  initial  or  continuing 
medical  staff  membership  or 
privileges”  and  that  such  use  “may 
deprive  the  citizens  of  Illinois  access 
to  a choice  of  the  health  care 
providers.”  It  established  safeguards 
including  due  process  appeals. 

The  AMA  opposes  economic 
credentialing  and  strongly  supports 
due  process  safeguards  in  its  model 
legislation.  The  AMA  position 
reiterates  the  “importance  of  the 
protection  of  the  hospital  medical 
staff  bylaws  to  each  physician”  and 
that  contracts  with  hospitals  or  plans 
cannot  give  up  that  protection.  A 
1992  update  from  the  AMA  Office  of 
the  General  Council  indicated  that 
case  law  provides  four  bases  upon 
which  medical  staffs  can  assert  a 
right  to  due  process  in  privilege 
matters:  a contractual  right,  a statutory 
right,  a constitutional  right,  and  a 
common  law  right.  This  review  also 
warned  that  medical  staffs  should 
be  aware  of  (often  unilateral) 
amendments  to  bylaws  that  will 
inhibit  the  medical  staffs  ability  to 


ensure  quality  and  that  will  reduce  or 
forfeit  the  medical  staffs  due  process 
rights.  This  may  have  seemed  an 
esoteric  exercise  in  the  past.  Now, 
however,  given  the  changes  in  the 
medical  environment  and  the  daily 
news  about  managed  care  policies, 
hospital  purchases,  alliances,  mergers, 
and  physician  contract  difficulties, 
we  must  all  remain  vigilant  if  we 
are  to  preserve  medicine  for  the 
next  generation  of  physicians  and, 
most  importantly,  for  our  patients 
and  their  well-being. 

I am  quite  fond  of  AMA  President 
Stormy  Johnson’s  oft  repeated  quote 
that  Medical  Savings  Accounts  “put 
the  patient  back  in  the  driver’s  seat, 
with  the  doctor  riding  shotgun” 
meaning  that  we  need  to  get  all 
these  third  parties,  with  their 
interests  primarily  in  the  bottom  line, 
out  of  the  patient  - physician 
relationship.  Physicians  must  stand 
up  for  our  right  to  practice  medicine 
without  these  outside  hindrances 
and  be  strong  in  the  knowledge 
that  we  are  the  only  ones  who  have 
undertaken  the  long  and  arduous 
training  which  enables  us  to  care 
for  our  patients.  The  others  who 
want  control  over  medicine  do  not 
have  the  skills  and  knowledge 
associated  with  a medical  degree, 
and  they  are  motivated  by  different 
criteria  than  physicians  caring  for 
patients.  They  cannot  admit  one 
patient  or  care  for  one  patient  - only 
physicians  can  care  for  patients. 

While  we  must  do  our  best  to 
interact  appropriately  with  these 
entities,  we  must  also  stand  for  what 
is  right  and  good  about  medicine.  We 
must  be  ever  vigilant  that  we  do  not 
sign  away  our  right  to  practice 
medicine  or  our  ability  to  do  what 
is  best  for  our  patients. 

Ronald  E.  Cordell,  M.D.,  F.A.C.R. 
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Editorial 


Employed  doctors 


Embarking  on  an  employed 
status  would  seem  to  have 
little  appeal  for  the  great 
majority  of  individuals  who  have 
chosen  Medicine  as  a career.  A 
string  of  recent  defeats,  however,  at 
the  hands  of  the  managed  care 
enemy  have  prompted  some 
physicians  to  seek  refuge  in  the 
camp  of  hospitals. 

News  reports  and  personal 
communications  disclose  a significant 
increase  in  the  number  of  private 
practices  purchased  by  hospitals 
and  the  subsequent  employment  of 
the  former  owners  of  those  practices. 
Some  feel  guilt  stricken  over  their 
supposed  abandonment  of  the 
good  fight  and  worry  lest  they,  in 
turn,  should  be  abandoned  by  their 
former  colleagues. 

Although  their  actions  are  perhaps 
justified  on  the  basis  of  the  Arabic 
adage,  “The  enemy  of  my  enemy  is 
my  friend,”  and  the  short-term 
outcomes  of  their  business 
transactions  are  no  doubt  considered 
satisfactory  by  the  parties  on  both 
sides,  the  intermediate  and  long-term 
results  remain  to  be  seen.  It  is  only 
natural  that  the  new  hirees  will  feel 
less  of  the  urge  to  put  in  the 
extended  hours  that  once  seemed  a 
part  of  the  normal  workday.  Then 
too,  physicians  are  notoriously 
independent,  unabashedly 
opinionated,  unapologetically 
hardnosed  and  devastatingly  critical. 
Attempting  to  manage  them  could  be 
like  trying  to  manage  a herd  of  mules. 

It  is  an  historical  truth  that  doctors 
and  hospitals  have  fought  for  many 
decades  over  autonomy  issues.  For 
years,  hospital  CEOs  have  had 


orgasmic  dreams  of  signing  the 
paychecks  of  their  medical  staff 
members.  Their  desires  and  the 
efforts  to  achieve  them  have  been 
staunchly  rebuffed  by  physicians 
over  the  years  and,  with  the  support 
of  organized  medicine  through  the 
AMA,  medical  staff  bylaws  at 
individual  hospitals  have  formed  the 
basis  for,  at  worst,  an  armed  peace. 

There  will  be  problems.  The 
recent  account  in  the  New  York 
Times  of  difficulties  between 
Columbia  HCA  and  its  hospital-based 
physicians  is  a perfect  illustration. 
Briefly,  Columbia  HCA  has 
demanded  that  their  physicians 
terminate  any  business  or 
professional  relations  with  any  other 
hospital  and  devote  their  energy, 
attention  and  loyalty  exclusively  to 
Columbia  HCA.  The  Times  refers  to 
the  conflict  as  a struggle  for  power 
and  control. 

Columbia  HCA  is  a hybird 
organization  made  up  of  insurance 
and  hospital  elements.  Their  strategic 
aim  of  corralling  and  domesticating 
their  physician  supply,  if  succesful, 
would  leave  them  only  the 
government  with  which  to  contend 
in  order  to  control  their  own  fate 
and  set  their  own  future. 

Aside  from  the  specific  exception 
of  Columbia  HCA  and  regardless  of 
other  potential  hazards,  it  does 
make  a kind  of  sense  to  form  an 
alliance  with  a party  facing  the  same 
enemy.  Physicians,  at  this  point  at 
least,  seem  less  likely  to  be  pushed 
by  hospitals  into  the  ethical  and 
moral  morass  to  which  they  are 
now  being  relentlessly  impelled  by 
managed  care  organizations. 


It  is  true  that  hospitals  and  doctors 
have  mutually  been  intent  on 
providing  the  ultimate  in  medical 
care  to  individual  patients.  Insurance 
companies  through  “managed  care” 
have  in  mind  holding  down  costs 
for  employers  and  government  via 
providing  mediocre  care  for  the 
masses  of  people.  The  aim  of 
improving  the  suffering  lot  of  the 
forlorn,  forgotten  and  neglected 
individual  can  be  effectively 
pursued  by  us  in  tandem  with 
hospitals.  There  seems  to  be  no 
way  such  an  aim  can  be  pursued 
with  insurers  or  government. 

The  problem  of  individual 
autonomy  for  doctors  in  relation  to 
hospitals  and  the  potential  struggle 
for  power  and  control  will  certainly 
remain,  but  these  battles  can  always 
be  taken  up  once  again  at  a more 
convenient  time  and,  for  employed 
physicians,  with  the  additional 
weapon  of  unionization  to  which  as 
employees  they  will  be  entitled. 

The  hospital  employee  option 
cannot  and  should  not  be  leaped  at 
with  any  great  enthusiasm  by 
doctors,  but  there  is  no  mistaking 
the  fact  that  such  an  option  exists 
and  that  some  of  our  colleagues  are 
opting  for  it.  Such  a choice  does  not 
in  any  way  alienate  these  physicians 
from  the  continuing  goals  of 
organized  medicine. 

We  will  continue  to  promote  and 
serve  the  interests  of  these 
physicians  in  all  possible  ways. 

Stephen  D.  Ward,  M.D. 

Editor 
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Letters  to  the  Editor 


Professionals  naturally  drawn  to  most  populated  areas 


There  is  often  concern  about  maldistribution  of 
physicians  in  the  state,  and  in  the  U.S.  generally.  After 
studying  figures  from  the  licensing  bodies  for  a variety 
of  other  professions,  it  appears  that  physicians  are  not 
the  only  health  professionals  to  be  distributed  not  by 
simple  geography  but  by  economic  reality. 

Many  counties  do  not  have  the  services  of  physician 
assistants,  chiropractors,  nurse  practitioners  and 
midwives,  but  there  are  somewhat  the  same  percentages 
of  these  professionals  working  in  the  more  populated 
counties  of  Kanawha,  Cabell,  Wood,  Ohio,  Monongalia, 
Harrison,  Raleigh  and  Mercer.  In  addition,  of  the  total 
3,543  M.D.s  and  D.O.s  in  the  state  from  1995-96,  2,416 
practiced  in  these  eight  counties  and  there  was  one 
county  with  a physician  practicing  only  part  time.  The 
lawyers  are  even  more  centered  in  these  more  populated 
counties  since  there  were  2,611  attorneys  in  these  eight 
counties  out  of  a total  of  3,653  actively  practicing 
lawyers  in  the  state. 


The  solution  to  this,  as  discussed  in  an  earlier  article 
in  the  West  Virginia  Medical  Journal  in  November  1992 
and  in  a videotape  on  health  and  medical  care  in  West 
Virginia,  is  to  improve  the  ability  of  rural  people  to  go  to 
the  natural  population  centers  in  the  state,  where  the 
shopping  for  other  than  immediate  necessities  is  possible, 
rather  than  to  look  for  missionaries  willing  to  eke  out  a 
meager  living  in  a tiny  community.  The  improvement  of 
transportation  for  rural  people  would  be  a real  asset. 

R.  J.  C.  Pearson,  M.D. 

Professor  of  Community  Medicine 
WVU  School  of  Medicine 
Morgantown 


SIDS  mortality  rate  decreasing  in  state 


Instead  of  the  25-30  SIDS  deaths  annually  that  West 
Virginia  residents  had  from  1985-1994,  there  were 
only  21  in  1996  (20  within  the  state)  and  only  15 
deaths  within  the  state  to  December  10,  1996. 

This  would  seem  to  indicate  that  SIDS  mortality  is 
going  down,  and  the  efforts  of  the  state’s  physicians, 
hospitals  and  health  departments  are  producing 
results.  Nevertheless,  1995  is  the  first  year  to  have  a 
mortality  rate  below  1 per  1,000,  and  other  places 
have  produced  rates  below  half  that  rate. 


Please  keep  up  the  momentum  since  there  is  still  a 
way  to  go. 

R.  J.  C.  Pearson,  M.D. 

Professor  of  Community  Medicine 
WVU  School  of  Medicine 
Morgantown 
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Legislative 

Reception 


( Top  left)  Governor  Cecil  Underwood  shakes  hands  with  WVSMA 
Alliance  President  Amy  Ricard  at  the  WVSMA’s  Legislative  Reception  at 
the  Charleston  Marriott  Hotel.  Also  greeting  Governor  Underwood  are 
Christina  Dexter  of  the  WVSMA  and  Alliance  members  Ruth  Gilbert 
and  Jo  Hannah  Rorrer.  ( Top  right)  WESPAC  Chairman  Dr.  Douglas 
McKinney  discusses  issues  with  State  Attorney  General  Darrell 
McGraw.  (Bottom  right)  Dr.  Richard  Kerr  chats  with  Delegate  John 
Overington  about  events  at  the  Legislature.  (Bottom  left)  WVSMA 
Associate  Executive  Director  Nancie  Albright,  WVSMA  President  Dr. 
Ronald  Cordell  and  WVSMA  Executive  Director  George  Rider  enjoy 
talking  politics  with  Nancie’s  husband,  Supreme  Court  Justice  Joseph 
Albright.  (Center  left)  WVSMA’s  Legislative  Committee  Chairman  Dr. 
Thomas  Sporck  (second  from  left)  and  WVSMA’s  Junior  Councilor  at 
Large  Dr.  James  Comerci  (third  from  left)  visit  with  Jim  Kranz  of  the 
West  Virginia  Hospital  Association  and  his  wife,  Cindy. 


Special  Article 


Physicians  and  psychologists  beware:  Have 
you  examined  your  patient  today? 


JAMES  W.  THOMAS,  J.D. 

Jackson  & Kelly,  Charleston 

Reprinted  with  the  permission  of  The 
Provider  Insider , a publication  of  the 
West  Virginia  Behavioral  Healthcare 
Providers  Association. 

A recent  decision  of  the  West 
Virginia  Supreme  Court  of  Appeals 
provides  important  guidance  as  to 
exactly  what  is  required  under  West 
Virginia  law  when  a physician  or 
psychologist  is  required  to  certify 
the  condition  of  a patient  undergoing 
involuntary  commitment  proceedings. 

In  Riffe  v.  Armstrong  (1),  the  Court 
held  that  a physician  or  psychologist 
may  be  liable  for  negligence, 
intentional  infliction  of  emotional 
distress,  and  perhaps  even  false 
imprisonment,  if  a materially  false 
medical  certificate  is  employed  to 
cause  or  continue  the  detention  of 
such  an  individual.  While  this  result 
may  not  seem  controversial  on  its 
face,  our  Court’s  characterization  of 
what  constitutes  a materially  false 
medical  certificate  is  sure  to 
engender  much  debate  and 
consternation  among  the  medical 
community. 

The  facts  of  the  Riffe  case  were 
not  in  dispute.  Ms.  Riffe  arrived  at 
Princeton  Community  Hospital  on 
January  2,  1992,  with  her  son,  who 
was  to  be  admitted  there  for 
treatment  following  a suicide  attempt 
involving  an  overdose  of  drugs.  Ms. 
Riffe  was  described  as  mentally 
confused,  distraught,  and  crying, 
and  told  staff  members  that  she 
would  kill  her  husband  and  then 
kill  herself  so  her  son  would  be  fine. 
She  had  not  eaten  or  slept  for  three 
days.  Staff  considered  her  agitated, 


delusional,  suffering  from  sleep  and 
food  deprivation,  and  possibly 
homicidal  and  suicidal.  Offers  of 
housing  and  food  were  rejected. 

It  was  at  this  point  that  staff 
sought  the  assistance  of  Dr.  Phillip 
Robertson,  a psychiatrist  practicing 
at  the  hospital.  Dr.  Robertson 
discussed  Ms.  Riffe’s’s  condition 
with  the  staff,  then  personally 
observed  Ms.  Riffe.  Following  these 
actions,  he  signed  a physician’s 
certificate  which,  in  part,  stated  that 
he  had  personally  observed  and 
examined  Ms.  Riffe,  and  that  he 
found  her  to  be  mentally  ill  and 
likely  to  cause  harm  to  herself  or 
others.  The  certificate  also  contained 
specific  annedotal  facts  and  diagnoses, 
and  recommended  involuntary 
commitment  as  soon  as  possible  for 
inpatient  psychiatric  treatment. 

Thereafter,  counsel  was 
appointed  to  represent  Ms.  Riffe, 
and  the  mental  hygiene  commissioner 
was  contacted  to  come  to  the  hospital 
for  a probable  cause  hearing.  Before 
this  hearing  was  held,  however,  Dr. 
Robertson  conducted  a full-scale 
psychiatric  examination  of  Ms.  Riffe, 
and  concluded  that  she  had  calmed 
considerably  since  earlier  in  the 
day.  He  said  that  she  no  longer 
appeared  to  be  an  immediate 
danger  to  herself  and  others,  and 
recommended  that  a reliable  family 
member  assume  responsibility  for 
her  that  evening  to  take  her  home. 
Follow-up  psychiatric  treatment  was 
recommended. 

Based  upon  this  more  recent 
assessment  of  Ms.  Riffe,  her  counsel 
requested  her  release.  The  mental 
hygiene  commissioner  denied  the 
request,  proceeded  with  the 
hearing,  and  ruled  that  probable 


cause  existed  to  believe  that  Ms. 
Riffe  was  likely  to  injure  herself  or 
others.  Hospital  staff  then  arranged 
for  the  transport  of  Ms.  Riffe  to 
Beckley  Appalachian  Regional 
Hospital.  Four  days  later,  Ms.  Riffe’s 
counsel  filed  a habeas  corpus  petition 
for  her  release,  which  was  granted. 
She  then  sued  Princeton  Community 
Hospital,  its  contractor,  Springhaven, 
and  two  Springhaven  employees  for 
false  imprisonment.  Ms.  Riffe  also 
sued  Dr.  Robertson  for  medical 
malpractice.  Finally,  she  sued  all  of 
the  defendants  for  the  intentional 
infliction  of  emotional  distress. 

The  Supreme  Court’s  decision  is 
lengthy  and  complex.  In  essence,  it 
held  that  the  original  certificate 
prepared  by  Dr.  Robertson  was  false 
because  he  had  not  “examined”  Ms. 
Riffe,  but  had  only  observed  her. 
Further,  the  Court  stated  that  all  of 
the  defendants  knew  or  should  have 
known  that  Dr.  Robertson’s  certificate 
was  false,  and  that  this  certificate 
was  not  only  material,  but  crucial,  in 
causing  and  continuing  Ms.  Riffe’s 
involuntary  detention.  As  a result, 
the  Court  determined  that  a jury 
could  find  that  the  defendants  were 
liable  for  each  of  the  causes  of 
action  asserted  against  them  (false 
imprisonment,  malpractice,  and 
intentional  infliction  of  emotional 
distress).  Because  the  circuit  court 
had  granted  summary  judgment  in 
favor  of  the  defendants  below,  the 
case  was  reversed  and  remanded 
for  trial. 

The  issue  of  whether  Dr. 
Robertson’s  actions  sufficed  as  an 
examination  under  West  Virginia 
involuntary  commitment  statute  is 
obviously  central  to  the  Supreme 
Court’s  decision.  The  West  Virginia 
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statute  requires  any  person  taken 
into  custody  for  purposes  of 
holding  a probable  cause  hearing 
for  involuntary  commitment  to  be 
examined  by  a physician  or  a 
psychologist.  Thereafter,  an  individual 
may  be  admitted  to  a mental  health 
facility  upon  an  order  finding 
probable  cause  and  upon  certification 
by  one  physician  or  one  psychologist 
that  the  person  has  been  examined, 
and  because  of  mental  illness,  is 
likely  to  cause  serious  harm  to 
himself  or  herself  or  to  others  if  not 
immediately  restrained.  Nowhere 
within  the  West  Virginia  law  is  the 
term  “examination”  defined.  The 
clear  implication  of  the  Riffe  decision, 
however,  is  that  something  akin  to  a 
full-scale  psychiatric  examination  is 
necessary  to  fulfill  the  requirement 
of  this  statute.  Such  a conclusion 
does  not  appear  to  be  supported  by 
the  cases  from  other  states  cited  in 
the  Court’s  decision,  however. 

The  Court  is  correct  in  stating  that 
the  emerging  rule  suggests  that 
recovery  can  generally  be  had  on  a 
false  certificate,  but  will  be  denied 
where  the  examination  is  faulty  or 
inadequate.  For  example,  one  can 
find  numerous  cases  which  support 
the  proposition  that  where  a 
physician  certifies  a patient  for 
involuntary  commitment  without 
ever  having  seen  or  observed  that 
patient,  a physician  can  be  liable  (2). 
Conversely,  this  author  can  find  no 
case  which  supports  the  liability  of 
a physician  who  makes  a good  faith 
effort  to  observe  and  diagnose  a 
patient,  even  if  the  physician’s  efforts 
fall  short  of  a full-scale  psychiatric 
examination. 

Courts  in  North  Carolina,  Maine, 
and  Kentucky  have  all  provided  a 
much  more  liberal  interpretation  of 
what  is  required  for  an  “examination” 
under  the  involuntary  commitment 
statutes  of  those  states  (3).  All  of 
these  states  require  some  sort  of 
personal  observation,  but  they  do 
not  require  a full-scale  psychiatric 
examination.  For  example,  the  North 
Carolina  Court  of  Appeals  says  that 
the  physician  . may  actually 
utilize  his  Five  senses,  or  such  of  them 
as  he  deems  necessary,  in  carrying  out 
the  mandate  of  the  statute.”  The 


physician  is  also  permitted  to  use 
additional  information  in  determining 
the  condition  of  the  person  being 
examined,  including,  but  not  limited 
to,  the  history  of  the  person  as  told 
to  the  physician  or  previously 
recorded  in  the  medical  record. 

The  Kentucky  Court  of  Appeals 
likewise  requires  personal 
observation  sufficient  “.  . .to  enable 
his  [the  physician’s]  professional  eye 
to  discover  indications  of  mental 
derangement,  and  to  observe  the 
actions  and  conduct  of  plaintiff 
confirming  that  condition.”  The 
Kentucky  Court  also  said  the 
physician  could  rely  upon  the 
patient’s  medical  history. 

The  opinions  in  these  states  are 
echoed  in  a dissent  written  in  the 
Riffe  case  by  Justice  Workman.  She 
stated  her  disagreement  with  the 
conclusion  reached  by  the  majority 
that  the  physician’s  certificate  was 
false  because  of  the  lack  of  a 
complete  examination.  While  Dr. 
Robertson’s  examination  was 
limited  to  his  observations  of  Ms. 
Riffe  and  his  discussions  with  staff, 
Justice  Workman  nonetheless 
concluded  that  an  examination, 
within  the  accepted  psychiatric 
meaning  of  that  term,  had  occurred. 

Even  though  Dr.  Robertson  met 
the  standards  for  an  examination 
enunciated  by  Justice  Workman, 
and  by  the  North  Carolina,  Maine, 
and  Kentucky  cases  discussed  above, 
the  majority  of  our  Supreme  Court 
held  otherwise.  In  doing  so,  it  chose 
to  expand  the  holdings  in  the  “false 
certificate”  cases  involving  no 
personal  contact  between  physician 
and  patient  to  the  much  less  egregious 
factual  situation  presented  in  the  Riffe 
case.  As  a result,  physicians, 
psychologists,  and  mental  health 
facilities  who  participate  in  the 
involuntary  commitment  process  in 
West  Virginia  must  review  their 
procedures  to  ensure  compliance 
with  the  law  as  interpreted  by  the 
Riffe  decision.  Mere  observation  will 
not  suffice;  something  in  the  nature 
of  a full  scale  psychiatric 
examination  should  be  performed, 
or  at  least  attempted,  before  the 
physician’s  or  psychologist’s 
certificate  can  be  signed. 


The  ultimate  wisdom  of  the  Riffe 
decision  cannot  yet  be  gauged.  It  is 
clear,  however,  that  a physician  or 
psychologist  who  is  unable  to 
perform  a complete  psychiatric 
examination  of  a patient  because 
the  patient  may  be  too  violent  or 
uncontrollable  faces  a dilemma.  The 
practitioner  risks  liability  if  he  or  she 
certifies  the  need  for  commitment 
based  only  upon  observation.  The 
same  can  be  said  if  the  practitioner 
releases  the  patient  and  the  patient 
subsequently  commits  a violent  act 
upon  his  or  her  own  person  or 
another.  The  safest  alternative  would 
appear  to  be  the  arrest  of  anyone 
who  is  violent  and  threatening. 
Unfortunately,  this  alternative  achieves 
very  little  benefit  for  person  most  in 
need  of  help  - the  patient. 

Perhaps  the  most  lamentable 
aspect  of  the  Supreme  Court’s  Riffe 
decision  is  its  erosion  of  the 
concept  of  judicial  immunity  which 
once  cloaked  good  faith  participants 
in  the  voluntary  commitment  process. 
Dr.  Robertson’s  actions  consisted 
simply  of  him  taking  the  evidence 
presented,  and  reaching  a diagnosis 
based  upon  his  experience  as  a 
psychiatrist  as  well  as  established 
medical  and  psychiatric  principles. 
There  was  no  bad  faith  motive  on 
his  part,  and  even  the  Supreme 
Court  concluded  that  Ms.  Riffe’s  initial 
detention  was  justifiable  under  the 
circumstances.  Yet,  as  pointed  out 
in  Justice  Workman’s  dissent  in  Riffe. 
the  majority’s  decision  obscures  the 
good  faith  defense.  Professionals  will 
undoubtedly  become  reluctant  to 
participate  in  the  involuntary 
commitment  process  absent  the 
availability  of  meaningful  immunity 
for  their  good  faith  actions.  The 
ultimate  effect  may  be  that  fewer 
patients  in  need  of  mental  health  care 
will  receive  such  care  in  the  future. 
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Canada’s  single-payer  system 
frequently  is  offered  as  a model  for 
providing  universal  health  care. 
However,  the  system  has  not 
succeeded  in  holding  down  costs. 
Canada’s  health  care  bill  now 
accounts  for  10  percent  of  gross 
national  product;  only  the  U.S.  spends 
a larger  share  of  its  GNP  on  health 
care.  If  Canada  had  comparable 
social  problems  with  drugs  and  the 
like,  its  per  capita  spending  on 
health  care  would  surely  be  greater 
than  that  of  the  U.S.  Meanwhile,  as 
Canada’s  health  care  costs  are 
skyrocketing,  the  country’s  health 
care  service,  availability  and  choice 
are  increasingly  limited. 

The  Ontario  government’s  passage 
of  the  so-called  Savings  and 
Restructuring  Act  earlier  this  year 
illustrates  the  unsustainability  of  its 
single-payer  system.  Ontario  has 
serious  fiscal  problems,  stemming  in 
part  from  spiraling  health  care  costs. 
The  act  attempts  to  solve  this  problem 
with  rationing  and  price  controls.  In 
the  process,  the  liberty  and 
professionalism  of  Canadian 
physicians  are  being  stripped  away. 

Ontario  developed  a single-payer 
system  in  order  to  meet  the  mandate 
of  the  Canadian  Health  Care  Act, 
which  requires  universal  health 
coverage  from  the  government. 
Proponents  of  single-payer  systems 
insist  that  such  systems  are  not 
government-run  health  care,  since 
the  delivery  of  care  remains  strictly 
a private  sector  function.  But  health 
care  providers  become  employees 
of  the  state  because  they  are  paid 


and  controlled  by  the  government. 
Furthermore,  such  a system  does 
not  include  consumer-driven 
decisions  and  thus  demand  always 
outstrips  supply.  The  results  are 
persistent  upward  pressure  on  costs 
and  eventual  rationing. 


Ontario  physicians 
have  become  civil 
servants,  with  all 
the  disadvantages 
but  none  of  the 
advantages  (such 
as  pensions  or 
unemployment 
insurance). 


To  control  costs  the  province  of 
Ontario  has  responded  with 
increasingly  desperate  measures. 
During  the  past  five  years,  increases 
in  mandated  physicians’  fees  have 
been  restricted  to  less  than  one 
percent  a year.  Clawbacks  have 
required  doctors  to  return  to  the 
government  one-third  of  their  gross 
income  more  than  251,000  Canadian 
dollars  (U.S.  $183,700),  two-thirds 
of  their  gross  income  over  C$276,000 
and  three-fourths  of  their  gross 
income  over  C$301,000.  (Their  net 
income  after  expenses,  but  before 
taxes,  is  40  to  50  percent  less  than 
their  gross  income.)  In  spite  of  these 
measures,  physicians’  total  billings 
are  increasing  by  13  percent  a year. 

In  June  1995,  after  four  years  of 
socialist  rule  (during  which  the 
provincial  government’s  debt  load 


doubled),  Ontarians  elected  a 
conservative  government  that 
dramatically  reduced  spending  and 
announced  its  intention  to  lay  off 
13,000  government  workers. 

But  that  wasn’t  enough.  Health 
care  costs  were  severely  damaging 
the  fiscal  account.  In  January,  after 
controversial  hearings,  Ontario 
passed  the  Savings  and  Restructuring 
Act,  aimed  at  cutting  those  costs. 

Under  this  act,  Ontario  physicians 
have  become  civil  servants,  with  all 
the  disadvantages  but  none  of  the 
advantages  (such  as  pensions  or 
unemployment  insurance).  The 
minister  of  health  can  now 
unilaterally  close  hospitals,  set 
physicians’  fees  and  tell  physicians 
where  they  can  work  and  what 
services  they  can  provide.  He  can 
remove  at  will  their  right  to  practice 
medicine  in  the  province.  He  can 
view  confidential  medical  records 
and  disclose  the  information  for  any 
reason.  Government  inspectors  can 
seize  medical  records  without  a 
reason,  a warrant  or  the  patient’s 
consent.  Inspectors  can  review 
doctors’  billing  patterns  and 
arbitrarily  rescind  payment  after  the 
fact  for  physician  services  deemed 
to  have  been  “unnecessary.” 

At  the  same  time  the  government 
is  “clawing  back”  the  income  of 
Canadian  doctors,  it  has  discontinued 
its  contribution  to  physicians’ 
liability  insurance  premiums.  Only 
for  obstetricians,  who  pay  about 
C$23,340  annually  for  insurance  and 
who  threatened  to  cease  accepting 
new  patients,  the  government  has 
agreed  to  pay  the  insurance 
premium  but  not  further  increases. 
Many  general  practitioners  may  find 
it  economically  infeasible  to 
continue  delivering  babies. 

The  Savings  and  Restructuring  Act 
specifies  that  physicians  cannot 
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enter  areas  of  the  province’s  health 
care  market  the  government  deems 
“oversupplied.”  Newly  graduated 
physicians  can  be  told  where  they 
may  set  up  practices.  This  may 
result  in  uprooting  new  physicians 
from  familial,  cultural,  social  and 
religious  ties  and  forcing  them  to 
move  to  a rural  or  northern  town  if 
they  wish  to  practice  medicine.  By 
allowing  the  government  to  deny  a 
physician  the  billing  number 
required  in  the  government-insured 
system,  says  William  Orovan  of  the 
Ontario  Medical  Association,  the  act 
places  physicians  in  the  “unique 
position  of  being  trained  for  a 
profession  which  they  are  then 
forbidden  to  carry  out.”  New 
specialists  can  practice  only  if  they 
have  hospital  privileges.  The  rules 
are  determined  by  the  minister  of 
health  care  and  can  be  changed  at 
any  time,  with  no  requirement  for 
appeal  or  consultation. 

Under  the  Savings  and  Restructuring 
Act,  physicians’  rights  have  been 
rescinded,  their  rights  of  appeal 


have  been  taken  away,  and  the 
government  has  insulated  itself  from 
any  legal  action.  According  to  Dr. 
Orovan,  the  act  will  foster  “political 
favoritism,  cronyism  and  regional 
rivalries.”  OMA  President  Jan 
Warrack  termed  the  legislation 
“Draconian,”  and  stated  that  it 
provoked  “outrage  among  all  the 
physicians  in  the  province.” 

In  1994,  even  before  the  act  was 
passed,  350  left  Ontario;  two-thirds 
of  them  went  to  the  U.S.  In  1995,  30 
of  the  95  family  medicine  graduates 
at  the  University  of  Toronto  left  for 
the  U.S.  A survey  of  the  1996 
graduates  showed  that  80  of  the  class 
of  95  would  emigrate  if  the  Savings 
and  Restructuring  Act  were  passed. 

Canada’s  single-payer  system  is 
certainly  not  a model  of  efficiency 
of  economy.  It  has  been  ailing  for 
several  years,  with  costs  rising 
relentlessly  and  with  the  government 
“delisting”  previously  covered  services. 
For  example,  epidural  anesthesia, 
widely  available  in  the  U.S.  for 
childbirth,  is  usually  only  available 


in  large  cities.  Rationing  of  care  to 
the  elderly  is  also  widely  practiced. 
By  increasing  central  bureaucratic 
control,  Ontario’s  Savings  and 
Restructuring  Act  is  likely  to  worsen 
the  situation.  Already,  Ontario’s 
Savings  and  Restructuring  Act  is 
likely  to  worsen  the  situation.  Already, 
Ontario’s  physicians  have  lost 
autonomy  and  millions  of  Ontarians 
face  additional  health  care  rationing. 

As  Edward  R.  Annis  so  aptly 
noted  in  his  magnificent  book 
“Code  Blue,  ” “Finagle  all  they  will, 
bureaucrats  and  entrepreneurs  will 
never  overcome  the  problem  of 
excessive  costs  without  correcting 
the  basic  flaw:  the  system  of  third- 
party  payers,  whether  government 
or  corporate.”  Of  all  current 
proposals  (for  reform)  only  medical 
savings  accounts  will  return 
decision-making  to  patients  and 
their  doctors.” 

(William  E.  Goodman,  a Toronto-based 
physician,  assisted  in  the  preparation 
of  this  article.) 
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Medical  Musings 


Death  in  Monroe  County  in  1853 


JAMES  W.  BANKS,  M.D. 
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Until  the  Virginia  Assembly  made 
the  recording  of  deaths  and  births  a 
mandatory  duty  of  the  various 
counties  in  1853,  any  record  of  your 
departure  from,  and  your  entrance 
into,  this  world  depended  on  how 
diligently  such  events  were  entered 
in  the  family  Bible.  In  such  cases 
your  departure  might  be  part  of  the 
record  but  most  usually  the  cause 
was  left  in  question. 

Modern  medicine,  or  at  least  what 
we  perceive  as  modem,  has  increased 
our  life  expectancy  tremendously.  As 
physicians,  it  is  comforting  to  us  to 
feel  some  responsibility  for  that  fact, 
but  we  should  not  be  too  smug  in 
assuming  that  it  is  due  to  our 
increased  abilities.  Our  increased 
resources,  aided  and  abetted  by  the 
influence  of  antibiotics,  have  played  a 
major  part. 

In  1853,  Monroe  County,  Va.,  now 
West  Virginia,  was  a very  rural  county 
of  about  10,000  persons.  Many  of 
them  lived  on  secluded  farms  and 
were  often  isolated  from  contact 
with  others  outside  of  their  immediate 
families.  There  was  not  much 
exposure  to  infectious  diseases  and 
there  was  little  acquired  immunity. 
When  a disease  began  spreading, 
most  inhabitants  were  susceptible 
because  the  causes  of  disease  were 
still  not  clear. 

In  1853,  the  germ  theory  was  still 
in  debate.  It  had  only  been  a few 
years  since  Dr.  Oliver  Wendell 
Holmes  had  published  his  treatise 
on  puerperal  sepsis  and  its 
relationship  to  the  failure  of  simply 
washing  your  hands  when  attending 
to  a woman  in  labor.  Monroe  County 
was  in  fact  a bacterial  playground, 
as  was  the  rest  of  the  world. 


The  Monroe  County  Clerk 
dutifully  recorded  148  deaths  in 
1853;  104  of  those  records  listed  a 
cause  of  death  and  the  remainder 
were  left  blank  or  simply  recorded 
as  unknown,  most  likely  because 
there  was  not  a physician  in 
attendance.  Of  those  with  typhoid, 
the  various  dysenteries,  measles, 
and  consumption  being  the  most 
frequent  cause  of  death.  Pneumonia, 
meningitis,  and  croup  followed 
closely.  And  then  there  is  a strange 
malady  that  is  listed  as  hives,  or  in 
one  instance  as  bold  hives. 

The  closest  problem  that  can  be 
associated  with  such  a disease  is 
exfoliative  dermatitis  neonatorum 
since  all  of  these  victims  were  less 
than  five  weeks  of  age.  Lewis  Starr, 
in  his  American  Textbook  of  Diseases 
of  Children  which  was  published  in 
1885,  stated  the  disease  is  fatal  in 
50  percent  of  the  cases.  He  said  some 
authorities  thought  it  was  a form  of 
pemphigus,  and  others  considered 
it  a septic  process.  Today,  there  still 
remains  some  question  as  to  the 
cause  of  this  disease. 

There  were  no  cases  recorded  as 
diphtheria,  as  such,  but  there  were 
seven  deaths  from  Croup.  Was  this 
the  same  infectious  croup  as  is  seen 
today,  or  could  some  of  the  cases 
have  been  diphtheria?  Membranes 
occur  in  both  diseases.  In  fact,  it  as 
once  taught  in  medical  schools  that 
stripping  the  membrane  was  a 
diagnostic  test:  if  it  bled  it  was 
diphtheria,  if  it  did  not  it  was 
infectious  croup. 

The  word  diphtheria  was  not 
introduced  to  the  medical  world 
until  Pierre  Britonneau  coined  the 
word  in  1821.  (He  is  also  credited 
with  performing  the  first  successful 
tracheotomy  for  Croup  in  1826.) 
Perhaps  his  neologism  had  not 
reached  Monroe  County  by  1853. 


Except  for  the  interest  to 
physicians  who  prowl  through 
dusty,  crumbling  records,  it  makes 
little  difference.  Both  diseases  had  a 
high  mortality. 

The  most  prevalent  causes  of 
death  were  the  enteric  diseases. 
Typhoid,  sometimes  listed  simply  as 
Fever,  and  dysentery  which  was 
more  frequently  recorded  as  Flux, 
an  ancient  synonym  for  dysentery 
that  has  hung  on  in  Appalachia. 

Whether  these  dysenteries  were 
bacterial  or  amoebic  is  unknown, 
but  they  were  virulent,  and  in  the 
summer  of  1853,  on  a section  along 
New  River  that  is  now  covered  by 
Bluestone  Dam,  a mother,  age  34, 
her  five  month  old  son,  and 
brother-in-law  age  15,  died  in  a 
three  week  period.  Two  months 
before,  another  brother-in-law  died 
of  typhoid  at  the  age  of  19-  At 
another  location  in  the  country 
listed  only  as  “the  foot  of  Peters’ 
Mountain,”  three  family  members 
died  of  flux  in  four  days. 

In  three  instances,  there  is  a 
diagnosis  of  cholera  morbis  in 
infants  less  than  two  years  of  age. 
Another  diagnosis  of  Cholera  was  a 
woman  age  68.  Is  cholera  morbis 
then  what  later  became  known  as 
Cholera  infantum?  That  diagnosis 
does  not  appear  in  the  records  until 
nearly  20  years  later.  It  was  also 
known  as  acute  milk  infection,  a 
devastating,  rapidly  progressing 
illness  that  was  usually  fatal.  It  was 
still  a devastating  disease  when  I saw 
my  only  case  in  1952.  With 
cutdowns,  IV  fluids,  antibiotics,  and 
other  supportive  measures  the  baby 
died.  The  course  of  the  illness  was 
only  36  hours.  Babies  that  nursed  at 
the  breast  did  not  get  the  disease.  It 
was  a disease  of  dirty  bottles  and 
nipples,  spoiled  milk,  and  perhaps 
poor  sanitation  at  milking  time. 
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Measles  was  not  respectful  of  age 
or  gender.  A number  of  adults  and 
children  and  one  infant  died  of 
measles  in  1853.  They  ranged  in  age 
from  one  day  to  42  years.  In  the 
case  of  the  one-day-old  infant... was 
this  a mistake  in  recording,  a mistake 
in  diagnosis,  or  an  intrauterine 
infection?  Starr  writes  of  malignant 
measles  that  invade  nearly  every 
organ  of  the  body.  That  measles 
was  not  a respector  of  age  was  to 
be  seen  eight  years  later  in  the 
Confederate  Army  when  it  became 
the  number  one  enemy. 

Scarlet  fever  was  not  a factor  in 
1853.  Only  one  case  was  reported 
as  a cause  of  death.  Things  would 
change  in  1854  when  17  deaths 
were  recorded. 

Consumption  of  course  was  one 
of  the  leaders  of  the  causes  of 
death,  along  with  its  relation, 
scrofula,  and  perhaps  what  was  on 
two  or  three  occasions  reported  as 
“affection  of  the  lungs.”  Consumption 
would  continue  as  a leading  cause 
of  death  long  after  inoculations, 
improved  sanitation,  the 
sulfonamides,  and  finally  penicillin, 


changed  the  pattern  of  the  other 
infectious  diseases. 

There  were  only  two  deaths 
reported  from  cancer,  neither  of 
which  was  specific  as  to  location. 
The  only  diagnosis  which  could  be 
interpreted  as  a heart  attack  were 
those  listed  as  “dropped  dead,”  and 
“died  sudden.”  There  were  several 
listed  as  dropsy,  sometimes  dropsy 
of  the  lungs,  and  dropsy  of  the 
head  which  is  thought  to  be 
hydrocephalus  since  it  was  an  child 
who  was  1 1 years  old.  Another 
dropsy  was  in  a young  mother  and 
was  probably  eclampsia  since  the 
baby  also  died  at  birth.  “Affections 
of  the  heart”  appear  on  several 
occasions,  twice  as  teenagers  and 
are  probably  congenital  or  perhaps 
rheumatic  in  origin.  Three  older 
people  are  probably  heart  failure 
from  other  causes. 

There  is  one  case  listed  as 
inflammation  of  the  bowels.  This  is 
probably  peritonitis,  most  likely 
from  appendicitis.  Charles  McBurney 
had  not  yet  described  his  McBurney ’s 
point  as  a sign  of  appendicitis,  and 
as  the  ideal  place  to  make  an 


incision  for  an  appendectomy.  This 
was  an  operation  which  was  rarely 
performed  anywhere  in  1853, 
especially  in  Monroe  County. 

There  are  no  records  or  lists  of 
physicians  practicing  in  Monroe 
County  at  that  period.  The  name  of 
the  treating  physician  would  not 
appear  on  death  records  until  the 
1890s.  It  would  be  interesting  to 
know  those  physicians,  their 
background,  and  their  training. 

We  live  in  a modern  world.  We 
like  to  think  that  we  practice 
modern  medicine,  but  changes 
occur  daily,  and  some  day 
physicians  will  wonder  why  we  did 
certain  things,  or  why  we  didn’t  do 
something  else.  Well,  perhaps  it  was 
because  there  was  nothing  else. 

I am  certain  that  the  physicians  of 
Monroe  County  in  1853  felt  they 
were  practicing  the  most  modern 
medicine  of  their  time.  They  did  the 
best  they  could,  with  what  they 
had,  and  when  that  wasn’t  enough, 
they  grieved  with  the  family. 

Perhaps  caring  and  compassion  was 
their  most  valuable  asset. 
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Abstract 

The  cases  of  50  patients  who  were 
treated  for  pleural  diffuse  malignant 
mesothelioma  at  Charleston  Area 
Medical  Center  from  1966  -1992  were 
reviewed  retrospectively.  Diagnosis 
was  most  often  made  by 
thoracoscopy  or  exploratory 
thoracotomy;  pleural  cytology  was 
rarely  contributory.  The  delay  in 
diagnosis  was  often  long  ( median 
time,  2.5  months;  range  1-12  months). 
The  median  survival  was  only  6 
months.  Six  clinical  variables  were 
analyzed  for  prognostic  significance. 
Multivariate  analysis  showed  that 
stage  of  disease,  age,  histology,  and 
smoking  history  were  the  most 
important  prognostic  factors. 
Previous  asbestos  exposure  was 
found  in  74%  of  the  patients.  There 
was  no  cure  of  mesothelioma,  and  we 
did  not  find  any  significant 
differences  in  survival  among  groups 
of  patients  subjected  to  the  different 
therapeutic  measures.  If  new  active 
therapies  are  identified,  it  would  be 
useful  to  compare  them  to  a best 
supportive  care  arm  in  order  to 
demonstrate  the  value  of  any  new 
therapeutic  approach. 


Introduction 

Diffuse  malignant  mesothelioma 
(DMM)  has  been  reported  to 
originate  most  frequently  from  the 
pleura  and  peritoneum,  and  rarely 
from  the  pericardium  and  tunica 
Vaginalis  (1,2).  DMM  is  a rare  tumor, 
occurring  at  a rate  of  approximately 
five  cases  per  106  (or  one  case  of 
mesothelioma  for  every  100  cases  of 
lung  cancer)(3). 

Since  I960,  the  association 
between  asbestos  exposure  and 
mesothelioma  has  been  well 
established  (4).  The  incidence  of 
mesothelioma  has  been  steadily 
increasing  during  the  past  two 
decades,  reflecting  the  increase  in 
asbestos  use  during  and  following 
World  War  II  (5,6). 

Information  about  the  clinical 
course  and  treatment  of 
mesothelioma  (malignant)  remains 
anecdotal.  The  number  of  large 
series  of  mesothelioma  is  still  few. 

In  our  study,  we  determined  the 
presenting  symptoms,  patient 
characteristics  and  factors  that  might 
influence  survival  in  mesothelioma 
in  a community  hospital  setting. 

Materials  and  methods 

We  identified  50  patients  in  whom 
a diagnosis  of  malignant  pleural 
mesothelioma  had  been  made 
between  1966-1992  at  Charleston 
Area  Medical  Center  (CAMC). 

For  these  mesotheliomas,  the 
following  features,  when  available, 
were  collected  from  the  charts: 

1.  Sex; 

2.  Age; 

3.  Smoking  history; 

4.  Previous  asbestos  exposure; 


5.  Nature  of  the  first  symptom; 

6.  Delay  in  diagnosis,  the  interval 
from  the  appearance  of  the  first 
symptoms  to  diagnosis; 

7.  Histological  type;  and 

8.  Stage  (the  staging  system  used 
was  derived  from  Butchart  et  al.) 

Survival  was  calculated  from 
the  date  of  diagnosis  to  the  date  of 
death.  The  histologic  diagnosis  was 
usually  made  by  an  open  biopsy, 
and  was  frequently  confirmed  by 
another  pathologist,  by  autopsy  or  by 
electron  microscopy.  Hematoxylin 
and  eosin  staining  and  special  stains 
(e.g.  mucicarmine  and  hyaluronidase- 
alcian  blue)  were  used  in  all  cases. 
The  pathologic  material  was 
classified  according  to  the  World 
Health  Organization  by 
predominant  pattern:  epithelial, 
mixed  or  biplastic,  and 
fibrosarcomatous  as  described  by 
Churg  et  al  (8)  and  Hourihane  (9). 

Statistical  analysis 

Differences  in  survival  were 
evaluated  using  the  Breslow 
modification  to  the  generalized 
Wilcoxon  test  (10)  and  the  log-rank 
test  proposed  by  Mantel  (11).  The 
survival  curves  were  estimated 
using  the  product  limit  method 
proposed  by  Kaplan  and  Meier. 

The  joint  effect  of  six  factors  was 
assessed  using  the  Cox  proportional 
hazards  regression  model  (12). 
Significance  tests  were  based  on  the 
likelihood  ratio  statistic. 

To  reduce  the  number  of  factors, 
a Stepwise  procedure  with  backward 
elimination  was  used.  At  each  step 
the  least  significant  factor  was 
excluded,  until  all  of  the  remaining 
factors  were  marginally  significant. 
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Results 

Table  1.  Clinical  Features  of  the  50  Patients  Treated  for  DMM. 

Of  the  50  cases  of  pleural  j 

mesothelioma  we  studied,  the  initial 

SEX 

PATIENTS 

involved  site  was  the  right  pleura  in 

Female 

12% 

60%  and  left  pleura  in  40%.  There 
were  44  men  and  6 women.  Median 

Male 

88% 

age  was  67  years  (range  26-90  years) 

AGE 

(Table  1).  Asbestos  exposure  was 

> 54  Years 

13% 

documented  in  74%  of  the  patients. 

55  - 64  Years 

28% 

The  duration  of  exposure  ranged 

65  - 74  Years 

40% 

from  a minimum  of  4 months  to 
over  30  years.  A history  of  smoking 

>75  Years 

19% 

was  found  in  31  of  the  patients  (62%). 

SMOKING  HISTORY 

Yes 

62% 

Presentation  and  diagnosis 

No 

38% 

The  median  duration  from  either 

ASBESTOS  EXPOSURE 

the  onset  of  the  first  symptom  or 

Yes 

74% 

the  recognition  of  a radiologic 
abnormality  to  diagnosis  was  2.5 

No 

26% 

months  (range,  1-12  months). 

STAGE 

The  most  common  initial  symptoms 

I 

50% 

were  dyspnea  (94%),  chest  pain 

II 

13% 

(96%),  and  weight  loss  (43%).  Other 

III 

30% 

presenting  symptoms  were  cough 
(37%),  anorexia  (6%),  and  fever/ 

IV 

7% 

chills  (14%).  One  patient  presented 

HISTOLOGIC  TYPE 

with  a pulmonary  hemorrhage. 

Epithelial 

52% 

Table  2 shows  the  efficacy  of 

Sarcomatous 

20% 

different  diagnostic  procedures. 

Mixed 

20% 

Pleural  fluid  cytology  was  performed 
in  13  patients  and  showed  suggestive 

Unknown 

8% 

malignant  cells  in  only  two  (15%). 

TIME  TO  DIAGNOSIS 

Percutaneous  needle  biopsy  of  the 

0-2  Months 

91% 

pleura  produced  sufficient  tissue  to 
make  the  diagnosis  of  mesothelioma 

> 2 Months 

9% 

in  86%  of  cases. 

FIRST  SYMPTOM 

A high  diagnostic  rate  was  also 

Dyspnea 

94% 

associated  with  thoracoscopy  (71%) 

Pain 

96% 

and  open  pleural  biopsy  (94%).  In 
three  patients  the  diagnosis  was 

Weight  Loss 

43% 

made  only  at  autopsy.  Pathology 

subtyping  of  malignant  mesothelioma 

was  performed  in  46  patients  and 

Table  2.  Efficacy  of  Diagnostic  Procedures  Used  For  Patients. 

26  had  an  epithelial  type  (52%),  10 
had  a mixed  type  (20%),  and  10  had 

PROCEDURE  NON-DIAGNOSTIC 

SUGGESTIVE 

DEFINITIVE 

a sarcomatous  type  (20%).  In  four 
cases,  subtyping  was  not  possible. 

Pleural  Fluid  1 1 

2 

Therapy 

Cytology 

In  comparing  different  treatment 

IV  Needle  Biopsy  2 

2 

26 

modalities,  it  should  be  kept  in 
mind  that  patient  groups  were  not 

Thoracoscopy 

2 

5 

necessarily  comparable  at  diagnosis. 
Thus,  a difference  in  survival  may 

Thoracotomy 

1 

- 

be  due  to  a better  prognosis  rather 
than  a treatment  effect.  Similarly,  the 

Autopsy 

- 

3 
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Table  3.  Results  of  Treatment  With  All  Possible  Combinations  of  the  Three  Modalities. 


Combined  Modality  Treatments 


Surgerv* 

Radiotherapv 

Chemotherapv 

Number  of  Patients 

Median  Survival 

No 

No 

No 

26 

4 

No 

No 

Yes 

8 

6 

No 

Yes 

No 

9 

4 

Yes 

No 

Yes 

5 

7 

No 

Yes 

Yes 

1 

4 

Yes 

Yes 

Yes 

1 

6 

Table  4.  Univariate  Analysis  of  Patient  Survival  From  Diagnosis 
of  Diffuse  Pleural  Mesothelioma. 


Prognostic  Factor 

Number  of  Patients 

Median  Survival 

SEX 

Male 

44 

5 months 

Female 

6 

9 months 

STAGE 

I 

25 

7 months 

II 

7 

6 months 

III 

14 

6.5  months 

IV 

HISTOLOGIC  TYPE 

Epithelial 

26 

7.5  months 

Sarcomatous 

10 

4.5  months 

Mixed 

10 

3 months 

Unspecified 

4 

4 months 

AGE  (Years) 

< 65 

21 

7 months 

>65 

29 

5 months 

ASBESTOS  EXPOSURE 
Yes 
No 

SMOKING  HISTORY 

Yes 

31 

5 months 

No 

19 

7 months 

effectiveness  of  a given  treatment  may 
reduce  or  eliminate  the  disadvantage 
of  a bad  prognosis  group. 

We  compared  a total  of  six 
groups,  which  included  all  possible 
combinations  of  the  three  treatment 
modalities  (i.e.  surgery,  radiation 
and  chemotherapy).  The  results  are 
shown  in  Table  3-  In  the  largest 
group  of  26  patients  without  any 
treatment  (supportive  care  only),  the 
median  survival  was  four  months. 

Six  patients  underwent  definitive 
surgery.  Three  of  these  patients 
underwent  pleuropneumonectomy 
and  three  had  partial  decortication 
and  pleurectomy. 

Eleven  patients  were  treated  with 
radiotherapy  and  all  but  two 
received  at  least  4000  cGy.  Six 
patients  received  Adriamycin  and 
Cisplatin,  five  received  Adriamycin 
and  Cytoxan,  two  Cisplatin  and 
Mitomycin,  one  Videsine  as  a single 
agent  and  one  Adriamycin  as  a 
single  agent.  Only  two  patients  had 
a response  (two  partial  responses). 

Survival  variables 

Survival  analysis  data  on  the  30 
patients  (Table  4)  indicated  the 
median  survival  was  six  months 
(range  1-25  months).  One  year  after 
the  diagnosis,  only  16%  of  the 
patients  were  still  alive  and  two 
years  after  diagnosis  only  2%  of  the 
patients  were  alive.  Only  one 
patient  is  still  alive  with  the  disease. 

The  most  important  factors  for 
predicting  survival  using  a univariate 
analysis  were  stage,  histologic  type, 
an  age  of  < 65  years  and  a history  of 


not  smoking.  When  multivariate 
analysis  was  utilized,  an  age  of  < 65 
years  and  epithelial  pathology  had 
a slight  positive  association  with 
survival  while  a positive  smoking 
history  and  advanced  stage  (i.e.  II 
through  IV)  had  a slightly  negative 
association  with  survival. 


Discussion 

Our  data  are  consistent  with  other 
studies  of  malignant  mesothelioma 
03-23).  This  rare  tumor  is  more 
common  in  men  than  in  women. 

In  other  similiar  findings,  we 
found  that  a pleural  primary  is  more 
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Table  5a.  Clinical  Features  of  Pleural  Mesothelioma  - Review  of  the  Literature  (Part  1). 


Our  Studv 

Ruffie(13) 

Sridhar(14) 

Chahinian(15 3 

Challeux(16) 

Lerner07* 

# of  Patients 

50 

332 

49 

69  (12PE) 

166 

88 

Male/Female 

7:1 

4:1 

4.5:1 

4:1 

20:1 

3-5:1 

Right/Left  (Pleura) 

60%/40% 

55%/42% 

6l%/39% 

Median  Age  (Yrs.) 

67 

59 

58 

58 

62 

58 

Asbestos  Exposure 

74% 

44% 

48% 

77% 

72% 

12.5% 

Histologic  Type 

Epithelial 

52% 

49% 

51% 

72% 

81% 

Sarcomatous 

30% 

16% 

10% 

9% 

15% 

Mixed 

20% 

21% 

14% 

19% 

4% 

Unknown 

8% 

14% 

25% 

0% 

Smoking  History 

Yes 

62% 

66% 

57% 

No 

38% 

17% 

24% 

Unknown 

17% 

19% 

Butchart  Stage 

I 

50% 

17% 

37% 

4.5% 

n 

13% 

29% 

39% 

7% 

m 

30% 

6% 

12% 

13% 

IV 

7% 

4% 

6% 

43% 

Median  Interval 

2.5 

3.5 

3.0 

2.0 

3 

3 

from  First  Symptom 

to  Diagnosis  (Mos.) 

Median  Survival 

6 

9 

10 

12 

10 

15 

from  Diagnosis  (Mos.) 


Table  5b.  Clinical  Features  of  Pleural  Mesothelioma  - Review  of  the  Literature  (Part  2). 


Adams(18) 

Antman(19) 

Alberts(20) 

Brenner^15 

Hilaris(22) 

Law(23) 

# of  Patients 

92 

136 

262 

123 

41 

140 

Male/Female 

3.1 

4:1 

3:1 

2:1 

6:1 

5:1 

Right/Left  (Pleura) 

55%/45% 

n/a 

62%/38% 

Median  Age  (Yrs.) 

60 

n/a 

55 

56 

58 

58 

Asbestos  Exposure 
Histologic  Type 

26% 

74% 

92% 

13% 

70% 

Epithelial 

46% 

62% 

28% 

25% 

68% 

43% 

Sarcomatous 

31% 

18% 

8% 

23% 

17% 

21% 

Mixed 

23% 

16% 

14% 

3% 

15% 

18% 

Unknown 

4% 

50% 

49% 

18% 

Smoking  History 

Yes 

57% 

64% 

46% 

No 

39% 

17% 

27% 

Unknown 

4 

19% 

27% 

Butchart  Stage 

I 

62% 

77% 

n 

18% 

13% 

m 

16% 

5% 

IV 

4% 

4% 

Median  Interval 
from  First  Symptom 
to  Diagnosis  (Mos.) 

Median  Survival 

8 

15 

10 

from  Diagnosis  (Mos.) 
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Table  6.  Predictors  of  Improved  Survival. 


Factors 

Our  Studv 

Chahinian1151 

Sridhar1141 

Ruffie11 3) 

Adams1 18) 

Antman(19) 

Alberts(20) 

Younger  Age 

yes 

yes 

no 

yes 

n/a 

yes 

no 

Female 

no 

no 

no 

no 

yes 

yes 

yes 

Good  Performance  Status 

n/a* 

yes 

yes 

n/a* 

n/a* 

yes 

yes 

Long  Duration  of 

no 

no 

yes 

no 

n/a* 

yes 

yes 

Symptoms 

Absence  of  Pain 

n/a* 

n/a* 

yes 

n/a* 

n/a* 

yes 

no 

Epithelial  vs. 

yes 

yes 

yes 

no 

yes 

yes 

no 

Sarcomatous 

Early  Stage 

yes 

n/a* 

yes 

yes 

n/a* 

yes 

yes 

Response  to 

n/a* 

yes 

yes 

yes 

n/a  * 

yes 

n/a* 

Chemotherapy 

Surgery  & Chemotherapy 

no 

yes 

yes 

no 

n/a* 

yes 

n/a* 

*N/A  - Not  assessed 


common  than  a peritoneal  one, 
with  more  prevalence  on  the  right 
side  than  the  left.  Patients  usually 
presented  with  Stage  I or  II  disease. 

The  median  interval  from  first 
symptoms  to  diagnosis  was  usually 
two  to  three  months.  The  median 
survival  time  from  diagnosis  was 
approximately  one  year  (range:  6-15 
months).  Predictors  of  improved 
survival  in  all  series  were  good 
performance  status,  longer  duration 
of  symptoms,  early  stage,  and 
response  to  chemotherapy  (15,18- 
20).  Younger  age  (15,19),  female 
gender  (18-20),  absence  of  pain 
(14,19)  and  epithelial  histologic 
features  (15,18,19)  were  associated 
with  a better  survival  in  most  but 
not  all  series. 

Patients  with  a documented 
asbestos  exposure  had  a median  . 
survival  of  6 months;  those  without 
asbestos  exposure  had  a median 
survival  of  5 months  in  our  series. 

In  another  series  (15),  the  median 
survival  in  those  exposed  and  not 
exposed  to  asbestos  was  13  and  10 
months,  respectively.  Antman  and 
colleagues  (19)  found  a median 


survival  of  27,  and  34  weeks  was 
reported  in  asbestos-exposed  and 
non-exposed  patients  respectively. 

The  diagnosis  of  malignant 
mesothelioma  from  pleural  fluid  is 
difficult  and  explains  the  lack  of 
diagnostic  accuracy  of  this 
procedure.  In  our  series,  no  case  of 
malignant  mesothelioma  was 
definitely  diagnosed  with  pleural 
cytology  alone.  In  the  largest 
retrospective  series  of  pleural 
mesothelioma  patients  published  to 
date,  Ruffie  et  al  (13)  reported  the 
diagnosis  of  mesothelioma  with 
pleural  cytology  alone  in  less  than 
3%  of  patients.  Therefore,  an  adequate 
biopsy  specimen  should  be  taken  by 
thoracoscopy  or  thoracotomy. 

An  evaluation  of  treatment  of 
malignant  mesothelioma  is  difficult 
because  of  the  potential  differences 
in  patient  groups  at  presentation 
and  because  various  types  and 
combinations  of  surgery,  radiation, 
and  chemotherapy  were  used. 
Despite  this  anticipated  bias,  there 
were  no  differences  in  median 
survival  among  those  who  received 
no  definitive  therapy  and  those  who 


received  all  of  the  three  modalities 
of  surgery,  radiation  and 
chemotherapy.  Only  two  of  15 
patients  had  a partial  response  to 
chemotherapy  (both  had  received 
Adriamycin  and  Cisplatin).  This 
poor  response  to  chemotherapy  has 
been  observed  in  other  studies  (24). 

This  study  has  summarized  the 
clinical-pathological  features  of  diffuse 
malignant  pleural  mesotheliomas. 
Although  stage,  histologic  type,  and 
age  were  identified  as  prognostic 
features,  the  result  of  treatment  was 
almost  always  dismal.  Further 
investigation  is  required  by  proper 
staging  of  tumor-node-metastasis 
status  and  prospective  trials  of 
surgery  or  Phase  II  chemotherapy. 

Due  to  the  rare  occurrence  of  this 
tumor  and  the  existence  of  several 
different  prognostic  categories 
(stage,  histologic  type  etc.),  a 
cooperative  effort  will  be  necessary 
in  future  therapeutic  trials.  If  new 
active  therapies  are  identified,  it 
would  be  useful  to  compare  them 
to  a best  supportive  care  arm  in 
order  to  demonstrate  the  value  of 
any  new  therapeutic  approach. 
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Abstract 

Gastrointestinal  carcinoid 
tumor  is  often  considered  the 
most  common  neuroendocrine 
tumor  of  the  small  intestine.  The 
overall  incidence  of  1%  in  the 
general  population  is  quite  low. 
Extraadrenal  paragangliomas 
are  rarer  still,  and  the  incidence 
of  both  of  these  tumors  in  the 
malignant  state  is  exceedingly 
rare.  This  article  describes  the 
case  of  a patient  who  had  both  a 
malignant  carcinoid  tumor  as 
well  as  a malignant  retroperitoneal 
paraganglioma  occurring 
synchronously.  A review  of  the 
literature  concerning  these 
tumors  is  also  presented 


Case  report 

A 60-year-old  female  was  seen 
complaining  of  crampy  lower 
abdominal  pain  which  she  had 
attributed  to  a recent  bout  with  a 
urinary  tract  infection.  The  pain  had 
persisted,  though,  and  her  energy 
level  had  increased  and  she  was 
experiencing  night  sweats,  insomnia 
and  occasional  palpitations. 

An  air-contrast  barium  enema 
was  performed  which  revealed  a 
cecal  mass.  Colonoscopic  biopsy  of 
a suspicious  area  of  the  ileocecal 
valve  was  positive  for  carcinoid 
tumor  involving  the  cecal  mucosa. 
Staging  workup  included  a CT  scan 
of  the  abdomen  which  showed  a 
soft  tissue  mass  in  the  region  of  the 
right  adrenal  gland.  The  laboratory 
values  of  urine  5-HIAA,  urine 
metanephrine  and  urine  epinephrine 
were  found  to  be  elevated.  These 
findings  and  the  patient’s  history 
alerted  suspicion  of  a possible 
pheochromocytoma  in  addition  to 
the  carcinoid  tumor. 


A right  hemicolectomy,  right 
adrenalectomy,  and  resection  of  a 
retroperitoneal  mass  near  the  aorta 
were  performed.  Pathological 
evaluation  of  these  tissues  noted 
that  the  tumor  associated  with  the 
right  adrenal  gland  did  not  involve 
the  right  adrenal  gland.  (The  adrenal 
gland  was  normal).  This  tumor  was 
identified  as  being  chromogranin  - - 
A positive  and  cytokeratin  negative. 
This  finding  suggested  an  exclusively 
neuroendocrine  tumor,  consistent 
with  a paraganglioma  (Figure  1). 

It  was  also  noted  that 
retroperitoneal  nodes  included  in 
the  specimen  were  also  similar  to 
the  tumor  suspected  to  be  a 
paraganglioma.  The  tissue  from  the 
terminal  ileum  and  adjacent  tissue 
was  chromogranin  - A and 
cytokeratin  positive  (Figure  2).  This 
epithelial  nature  is  consistent  with  a 
carcinoid  tumor.  A needle  biopsy 
performed  on  a suspicious  liver 
lesion  was  negative. 

The  patient  was  doing  well  nine 
months  postoperatively  when  she 


Figure  1.  Paraganglioma  in  the  retroperitoneum,  and  extraadrenal 
tissue  with  pigment. 
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Figure  2.  Carcinoid  tumor  cells  involving  the  mucosa  of  the  cecum. 


Figure  3.  Sheets  and  clusters  of  metastatic  carcinoid  cells  in  the  skin. 


developed  a nodule  on  her  back. 
This  area  was  biopsied  and  was 
found  to  be  a carcinoid  tumor 
(Figure  3).  The  patient  then 
underwent  chemotherapy. 

Discussion 

Of  the  malignant  small  bowel 
tumors,  carcinoid  tumors  are  only 
second  in  frequency  to  the  occurence 
of  adenocarcinoma  tumors  (1,2). 


Carcinoid  refers  to  the  histologically 
similar  appearance  of  these  tumors 
to  adenocarcinoma,  not  its  aggressive 
behavior  (3).  Of  endocrine  tumors, 
carcinoid  is  the  most  common 
neuroendocrine  neoplasm  with 
malignant  potential  (4). 

In  1934,  Cassidy  described  the 
malignant  carcinoid  syndrome  (3). 
This  discovery  was  followed  by  the 
isolation  of  serotonin  in  the  carcinoid 
tumor  and  the  discovery  of 


hydroxyindoleacetic  acid  (5-HIAA)  in 
the  urine  of  patients  with  the 
malignant  carcinoid  syndrome. 

In  1954,  Thorson  et  al  correlated 
clinical  manifestations  with  the 
carcinoid  tumor  (6).  These  include 
cutaneous  flushing,  erythema, 
diarrhea,  right  sided  valvular  heart 
disease,  and  bronchospasm.  It  has 
recently  been  suggested  that 
Kulschitsky’s  cells  (carcinoid  origin) 
are  of  neuroectodermal  origin  and 
therefore  should  be  classified  with 
the  other  amine  precursor  uptake  and 
decarboxylation  (APUD)  neoplasms 
(7,8). 

Malignant  carcinoid  syndrome  is 
a rare  entity  (9,10,1 1).  Several  cases 
in  the  literature  suggest  that  there  is 
a higher  incidence  of  malignancy  in 
midgut  carcinoid  tumors  (13).  Patients 
with  midgut  carcinoid  tumor  were 
referred  primarily  due  to  symptoms, 
with  many  having  elevated  serum 
levels  of  serotonin  (14).  Individuals 
with  these  tumors  are  also  found  to 
have  dopamine  and  homovanyllic 
acid  (HVA)  in  their  urine.  Feldman 
(15)  discussed  this  fact  and  suggested 
that  these  tests  may  be  used  to  aid 
in  the  diagnosis  of  carcinoid  along 
with  serotonin  and  5-HIAA. 

As  mentioned  previously,  midgut 
tumors  are  often  malignant  at  the 
time  of  presentation.  The  criteria 
proposed  for  the  risk  of  metastasis 
include:  primary  site  of  tumor,  size, 
and  serosal  penetration  (16).  Of 
additional  concern  is  the  finding 
that  liver  metastasis  is  often  missed 
in  the  early  stages  of  the  diagnosis. 
New  diagnostic  capabilities  include 
the  use  of  dynamic  positron  emission 
tomography  (PET)  scanning  (17). 

CT  and  MRI  have  also  been  useful 
in  identifying  liver  metastasis.  The 
experiences  at  Hartford  Hospital  as 
reported  by  Ciccarelli  (18)  found 
that  only  one-third  of  patients  had 
the  correct  diagnosis.  An  aggressive 
approach  is  recommended  in  both 
diagnosis  and  treatment. 

While  survival  has  been  attributed 
to  a number  of  factors,  it  appears  to 
be  best  correlated  to  the  absence  of 
hepatic  metastasis  (12,19).  The  best 
chance  for  long-term  survival  remains 
operative  treatment  (wide  resection 
with  removal  of  local  nodes)  (18,19). 
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Five-year  survival  is  highest  with 
surgical  therapy  (Table  1). 

Norheim  et  al  reported  a higher 
survival  in  the  metastatic  group 
(five-year  survival  at  65%)  (4).  The 
question  is  raised  as  to  the  source 
of  this  increased  survival  especially 
since  many  of  these  patients  were 
undergoing  adjuvant  therapy.  Recent 
studies  in  which  patients  have  been 
treated  with  medical  therapy  in 
addition  to  surgical  treatment  are 
encouraging.  However,  the  results 
of  these  studies  are  incomplete  and 
the  long-term  impact  on  survival 
remains  to  be  seen  (20). 

Synchronous  and  metachronous 
lesions  have  been  reported.  Norheim 
et  al  (8)  had  an  incidence  of  5%  of 
second  malignancies  in  their  group 
of  103  patients  with  malignant 
carcinoid  tumors.  This  agrees  with  a 
study  reported  by  the  Mayo  Clinic 
which  had  similar  findings. 

Other  studies  have  reported  rates 
of  approximately  15%  (21).  Nelson 
reported  on  a case  report  of  ileal 
carcinoid  as  well  as  retroperitoneal 
fibrosis  and  a prolactinoma  (2).  The 
issue  is  raised  and  supported  by 
several  other  cases  that  although 
carcinoid  tumors  are  not  in  the  MEN 
classification,  they  should  be 
considered  to  be  associated  with 
other  neuroendocrine  tumors. 

Paragangliomas  are  tumors  arising 
from  either  adrenomedullary 
(pheochromocytoma)  or  extraadrenal 
tissues.  The  extraadrenal 
paragangliomas  are  of  variable 
catecholamine  releasing  ability,  and 
are  referred  to  as  members  of  the 
neuroendocrine  group  of  tumors  (22). 

The  extraadrenal  paragangliomas  are 
classified  into  the  following  groups: 

1.  Branchiomeric;  arteries,  cranial 

nerves  and  branchial  arches; 

2.  Intravagal; 

3.  Aorticosympathetic;  sympathetic 
chain  retroperitoneal 
paraganglion;  and 

4.  Visceral-autonomic,  atria, 
urinary  bladder,  liver  hilum, 
mesenteries  (23). 

Of  the  extraadrenal  paragangliomas, 
retroperitoneal  paragangliomas  are 
rarer  still.  A review  of  the  literature 


Table  1.  Five-Year  Survival  of  Malignant  Carcinoid  Patients. 

Patient  Group 

Five-Year  Survival 

Non-operative  treatment 

19%  - 38% 

Primary  disease/resection 

64% 

Metastatic  disease 

25%  - 47% 

Table  2.  Five-Year  Survival  in  Malignant  Retroperitoneal 

Paraganglioma. 

Intervention 

Five-Year  Survival 

No  surgical  treatment 

19% 

Surgical  treatment 

75% 

Metastatic  disease/surgical  treatment 

36% 

revealed  approximately  60  cases  of 
malignant  extraadrenal  retroperitoneal 
paraganglioma  (24,26,27). 

Sebastion  and  colleagues  (28) 
described  two  cases  of  familial 
malignant  retroperitoneal 
paraganglioma.  Findings  suggest 
that  there  may  be  two  distinct 
entities  of  paraganglioma,  familial 
and  sporadic  (non-familial).  Sporadic 
cases  are  more  frequently  metastatic. 
In  considering  all  locations  of 
paraganglioma,  about  90%  occur  in 
carotid  body  and  glomus  jugulare. 
Retroperitoneal  paraganglioma  has 
been  reported  to  have  an  incidence 
rate  of  2.5%,  while  malignant 
retroperitoneal  paraganglioma  occurs 
approximately  0.5%. 

Most  patients  present  with  either 
symptoms  secondary  to  tumor  bulk 
(benign  lesions)  or  hormone 
discharge  (malignant  lesions)(28). 
Secretions  of  catecholamines  are 
variable  (22,29,31).  It  has  also  been 
reported  that  dopamine  levels  can 
be  exclusively  elevated  without 
hypertension  (31,32).  The  presence 
of  dopamine  indicates  malignancy, 
and  up  to  two-thirds  of  patients  with 
dopamine  secretion  have  poorer 
prognosis  than  their  counterparts. 

Location  is  another  key  aspect  in 
regard  to  malignancy.  Those  in 
periaortic  and  retroperitoneal  areas  are 


more  likely  to  be  malignant  (28,29,33). 
Diagnosis  is  aided  by  a full  workup 
including  CT  scans,  and  determination 
of  catecholamine  excess.  Newer  tests 
check  for  neuropeptides,  protein  gene 
products,  and  antineuronspecific 
enolase  (22,31).  Classically,  findings 
include  a polygonal  cell  pattern  and 
immunoreactivity  to  chromogranin 
(21,22). 

Current  recommended  treatment 
for  malignant  retroperitoneal 
paraganglioma  is  surgical  (25,29,30), 
but  the  outcome  remains  poor. 

The  recent  addition  of  adjuvant 
therapies,  i.e.  radiotherapy,  and 
chemotherapy  have  not  increased 
the  survival  and  are  at  best  palliative. 
Several  cases  have  shown  where 
these  therapies  aided  in  debulking 
prior  to  surgery.  Table  2 shows  the 
five-year  survival  rate  of  malignant 
retroperitoneal  paraganglioma  (25). 

Conclusion 

Our  case  report  discusses  the 
finding  of  two  rare  malignancies 
occurring  synchronously.  While 
accessory  malignant  neoplasms 
have  been  reported  to  be  in  the 
range  of  5-15%  (4),  only  a few  cases 
of  synchronous  carcinoid  and 
neuroendocrine  tumors  have  been 
reported. 
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Chan  and  Lam  (14)  described 
malignant  carcinoid  in  association 
with  urinary  bladder  paraganglioma. 
They  stressed  that  neuroendocrine 
tumors  exist  in  multiple  states  other 
than  the  well-known  multiple 
endocrine  neoplasias  and  should  be 
considered  as  well.  The  authors 
believe  that  this  is  the  first  reported 
case  of  malignant  carcinoid  tumor 
with  associated  malignant  extraadrenal 
retroperitoneal  paraganglioma. 

In  view  of  the  rarity  of  these 
malignant  lesions,  one  must  have  a 
high  index  of  suspicion  to  aid  in 
making  the  diagnosis.  As  mentioned 
previously,  an  aggressive  search  for 
5-HIAA,  urine  catecholamines  and 
dopamine  are  all  useful  in  finding 
these  tumors.  Often,  the  onset  of 
symptoms  comes  at  a late  stage  and 
is  associated  with  a poorer 
prognosis  especially  in  patients  with 
metabolically  active  tumors.  Although 
a familial  association  has  been 
attempted  in  malignant  retroperitoneal 
paragangliomas  (28),  it  appears  that 
the  non-familial  tumors  carry  a 
higher  risk  of  malignancy. 

The  issue  of  additional  medical 
therapies  has  been  promising. 
However,  it  is  too  early  to  tell  if 
adjuvant  therapies  will  be  more 
than  simply  palliative.  Our  patient 
developed  metastatic  carcinoid  tumor 
to  the  skin.  This  is  more  often 
associated  with  a lung  carcinoid 
lesion  and  liver  metastasis  (34). 


(Initial  studies  revealed  no  liver 
metastasis,  however,  further  workup 
with  MRI  showed  a small  liver  lesion). 
Archer  et  al  continue  to  discuss  the 
finding  of  elevated  catecholamines, 
specifically  the  finding  of  HVA  in  the 
urine.  They  did  not  find  any 
associated  pheochromocytoma;  but 
these  patients  may  have  an 
underlying  paraganglioma. 

These  tumors  are  indeed  very 
rare.  It  is  essential  to  be  ever  vigilant 
in  patients  with  midgut  carcinoid 
tumors  and  to  aggressively  search 
for  possible  synchronous  lesions 
(especially  those  of  neuroendocrine 
origin)  as  surgical  therapy  offers  the 
best  hope  of  long-term  survival. 
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Abstract 

Incessant  supraventricular 
tachycardia  can  cause  a dilated 
cardiomyopathy.  This  article 
discusses  the  case  of  a 55-year-old 
woman  whose  cardiomyopathy 
was  reversed  when  she  underwent 
successful  radiofrequency 
catheter  ablation  of  a unifocal 
atrial  tachycardia. 


Introduction 

Frequent  or  incessant 
supraventricular  tachyarrhythmias  of 
various  types  can  cause  a dilated 
cardiomyopathy,  both  in  humans 
and  in  animal  laboratory  models  of 
congestive  heart  failure  (1).  This 
uncommon  cause  of  dilated 
cardiomyopathy  is  important  to 
recognize,  because  control  of  the 
arrhythmia  can  cure  the 
cardiomyopathy. 

This  article  describes  the  case  of  a 
patient  who  presented  with 
congestive  heart  failure  and  severely 
reduced  left  ventricular  systolic 
function.  The  cardiomyopathy  was 
reversed  when  a single  session  of 
radiofrequency  catheter  ablation 
abolished  a unifocal  atrial  tachycardia 
and  restored  normal  sinus  rhythm. 

Case  history 

A 55-year-old  women  presented 
with  exertional  dyspnea  and  fatigue. 
She  had  a history  of  hypertension, 
but  was  not  on  antihypertensive 
treatment.  She  denied  palpitations, 
chest  pain,  alcohol  abuse,  diabetes, 
angina,  prodromal  illness,  or  familial 
congenital  cardiac  problems. 


On  examination,  she  appeared 
anxious  but  not  ill.  Her  vital  signs 
were  temperature  36°C,  pulse  100 
beats/minute,  respiration  20/minute, 
and  blood  pressure  130/85  mmHg. 
Notable  findings  included  an  S4 
gallop,  a II/VI  holosystolic  murmur 
of  mitral  regurgitation,  and  absence 
of  rales  or  pedal  edema.  An 
electrocardiogram  showed  a unifocal 
atrial  tachycardia  at  104  beats/ 
minute,  with  inverted  P waves  in 
the  inferior  leads  (Figure  1).  The 
electrogram  also  showed  dilation 
and  global  hypokinesis  of  the  left 
ventricle,  with  an  ejection  fraction 
of  20%  and  mitral  regurgitation. 

She  was  treated  with  digoxin, 
diuresis,  and  captopril.  Symptoms 
improved,  but  she  still  complained 
of  fatigue  and  dyspnea.  Cardiac 
catheterization  showed  normal 
coronary  arteries,  and  the  previously 
diagnosed  left  ventricular 
dysfunction  and  mitral  regurgitation. 
She  was  referred  to  West  Virginia 
University  Hospital  due  to 
persistence  of  the  atrial  tachycardia 
and  concern  that  it  might  be  the 
cause  of  her  cardiomyopathy. 

Electrophysiologic  testing  on  the 
day  of  admission  showed  frequent 
and  prolonged  unifocal  atrial 
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Figure  2.  Termination  of  tachyarrhythmia  during  ablation. 


tachycardia  of  variable  rate,  which 
occurred  both  spontaneously  and 
after  atrial  pacing.  During  tachycardia, 
atrial  pacing  could  overdrive  the 
tachycardia,  but  did  not  cause  it  to 
terminate.  Criteria  for  entrainment 
were  not  met.  Small  doses  of 
adenosine  (2.25  - 3-0  mg  I.V.)  caused 
slowing  of  the  tachycardia  followed 
by  termination,  without  induction  of 
atrioventricular  block.  There  was  no 
sign  of  an  accessory  pathway. 

The  tachycardia  focus  was  mapped 
to  the  low-lateral  right  atrial  wall,  as 
determined  by  the  earliest  point  of 
atrial  activation.  Atrial  activation  at 
this  site  measured  50  milliseconds 
prior  to  onset  of  the  surface  P wave. 
A series  of  two  radiofrequency 
lesions  at  this  site  abolished  the 
tachyarrhythmia  (Figure  2),  and 
normal  sinus  rhythm  was  restored. 
Repeated  efforts  to  reinduce  the 
tachycardia  failed  to  initiate  any 
arrhythmia,  before  and  during 
isoproterenol  infusion. 

Follow-up  was  performed  by 
telemetry,  Holter  monitoring,  and 
serial  electrocardiograms  and  showed 
no  recurrence  of  the  tachyarrhythmia 
(Figure  3).  Her  symptoms  resolved, 
and  she  was  taken  off  anti-congestive 
medications  (low-dose  enalapril  was 
continued  for  treatment  of 
hypertension).  An  echocardiogram 
two  months  following  the  procedure 
showed  an  ejection  fraction  of  53%. 
Eleven  months  after  ablation  she 
was  asymptomatic,  without 
palpitations,  dyspnea,  or  fatigue. 

Discussion 

Dilated  cardiomyopathy  caused 
by  frequent  or  incessant 
supraventricular  tachycardia  is 
uncommon,  but  has  been  described 
in  several  case  reports  and  small 
patient  series  (2).  In  animals,  rapid 
pacing  has  been  used  as  a method 
of  inducing  congestive  heart  failure, 
the  so-called  tachycardiomyopathy 
(3).  Reversal  of  left  ventricular 
dysfunction  has  also  been  described 
after  control  of  the  arrhythmia  (4). 

The  mechanisms  by  which  chronic 
tachycardia  induces  ventricular 
dysfunction  are  unclear.  Tachycardia 
appears  to  deplete  myocyte  energy 


stores,  and  this  in  turn  initiates  a 
process  which  culminates  in  cell 
death,  but  the  sequence  of  events 
by  which  this  occurs  is  yet  to  be 
elucidated.  In  a canine  model,  it  has 
been  demonstrated  that  tachycardia 
induced  by  pacing  depletes 
myocardial  norepinephrine  stores, 
and  sarcoplasmic  reticular  and 
myofibrillar  calcium- ATPases,  in  a 
pattern  similar  to  that  produced  by 
chronic  pressure  or  volume  loading 
of  the  heart.  This  suggests,  but  does 
not  prove,  an  intersection  in  the 
mechanistic  pathways  leading  to  cell 
death  among  these  initiating  factors. 

Unifocal  (formerly  “ectopic”) 
atrial  tachycardia  is  a common 
arrhythmia.  It  usually  occurs  in  brief 
runs  of  several  beats,  and  is  often 
asymptomatic.  Sustained  or  repetitive 
episodes  of  unifocal  atrial  tachycardia 
are  distinctly  uncommon  (5).  Among 


the  pediatric  and  adult  patients 
referred  to  us  for  catheter  ablation, 
the  prevalence  of  this  arrhythmia 
has  been  approximately  2%.  The 
frequency  with  which  sustained 
unifocal  atrial  tachycardia  leads  to 
congestive  heart  failure  is  unknown. 

A tentative  diagnosis  of  unifocal 
atrial  tachycardia  is  made 
electrocardiographically  when  a 
supraventricular  (narrow-QRS) 
tachycardia  (rate  >100  beats/minute) 
is  accompanied  by  P waves  of  a 
single  abnormal  morphology,  which 
are  typically  closer  to  the  QRS 
which  follows  them  than  to  the  one 
which  precedes  them  (PR  shorter 
than  RP  interval)  (6).  Included  in 
the  differential  diagnosis  are 
uncommon  varieties  of  AV  nodal 
reentry  (“fast  slow”  and  “slow  slow” 
forms),  and  accessory  pathway- 
mediated  reentry  (including  “the 
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permanent  form  of  junctional 
reciprocating  tachycardia,”  or  PJRT), 
slow  atrial  flutter,  and  sinus  node 
reentry.  Electrophysiologic  testing 
may  be  required  to  differentiate 
between  these  various  causes  of 
“long  RP”  interval  tachycardia  (7). 

Most  cases  of  unifocal  atrial 
tachycardia  which  have  been 
studied  in  the  electrophysiology 
laboratory  appear  to  have  an 
automatic  mechanism,  although 
some  are  due  to  reentry  (8).  In  the 
present  case,  the  induction  of  the 
arrhythmia  by  atrial  pacing, 
termination  by  small  doses  of 
adenosine,  and  lack  of  criteria  for 
entrainment  are  highly  suggestive  of 
a third  arrhythmia  mechanism, 
“triggered  activity”  (9,10). 

Regardless  of  the  mechanism, 
unifocal  atrial  tachycardia  is  often 
resistant  to  antiarrhythmic  drug 
therapy.  Surgical  therapy,  and  more 
recently,  catheter  ablation,  have 
been  used  successfully  to  control 
this  arrhythmia.  In  series  which 
include  adults,  the  success  rate  for 
catheter  ablation  is  approximately 
90%.  Abnormalities  of  atrial 
anatomy  and  location  of  the  ectopic 
focus  near  the  sinus  node  may 
predict  a lower  chance  of  successful 
catheter  ablation.  Foci  in  the  left 
atrium  are  iess  easily  accessible  than 
those  in  the  right  atrium,  but  this 
does  not  preclude  successful 
catheter  ablation. 


In  our  own  series,  all  cases  have 
been  right  sided,  along  the  crista 
terminalis  or  near  the  ostium  of  the 
coronary  sinus.  While  catheter 
techniques  have  generally  superseded 
surgical  management,  the  latter  may 
still  play  a role  where  anatomic 
obstacles  or  other  factors  preclude  a 
successful  catheter-based  approach. 
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Abstract 

Adenocarcinoma  of  the 
endometrium  co-existing  with 
pregnancy  is  a rare  event  Twelve 
such  cases  have  been  reported 
in  patients  with  intrauterine 
pregnancies.  Co-existence  with 
tubal  ectopic  pregnancy  is  even 
more  uncommon.  Only  one  such 
patient  with  tubal  ectopic 
pregnancy  was  found  in  the 
literature;  the  pathologic  findings 
were  not,  however,  illustrated. 
We  report  on  a very  rare  event, 
co-existing  adenocarcinoma  of 
the  endometrium  and  ectopic 
tubal  pregnancy,  with  illustration 
of  the  pathologic  finding. 


Case  Report 

A 28-year-old  Gavida  II,  Para  II 
white  female  was  seen  on 
September  5,  1984  because  she  had 
been  experiencing  irregular  vaginal 
bleeding  for  two  weeks.  These 
episodes  were  had  been  heavy  at 
times  and  her  last  menstmal  period 
had  been  seven  months  ago.  In 
addition,  she  had  experienced 
oligomenorrhea  since  stopping  oral 
contraceptives  four  years  previously. 

Past  medical  history  included 
two  pregnancies  with  normal 
deliveries  four  and  seven  years 
prior  to  the  present  illness.  She 
had  been  given  two  Clomid  cycles 
by  her  previous  gynecologist  in 
another  city.  Laboratory  tests  and 
hormonal  evaluations  were  within 
normal  limits.  She  had  no  desire  to 
continue  on  Clomid  cycling. 

The  patient  was  five  feet  two 
inches  tall  and  weighed  187  lbs.  She 
was  in  no  distress  and  had  no 


Figure  1.  Cross  section  of 
fallopian  tube  containing  ectopic 
pregnancy. 


hirsutism  or  other  forms  of 
masculinization.  A pelvic  exam 
showed  dark  blood  in  the  vagina. 
Her  cervix  was  clean  with  minimal 
blood  in  the  os.  The  uterus  with 
was  within  the  upper  limits  of 
normal  size  with  no  tenderness. 
There  were  no  palpable  adnexal 
masses  and  no  tenderness. 

A pregnancy  test  was  obtained  in 
spite  of  her  history  of  anovulation, 
and  it  was  positive.  Therefore,  an 
ultrasound  study  was  obtained 
which  showed  a normal  uterus, 
normal  ovaries  and  no  evidence  of 
any  adnexal  mass. 

The  bleeding  continued  for  two 
more  days  and  she  was  admitted 
to  Monongalia  General  Hospital  in 
Morgantown  because  of  the 
possibility  of  ectopic  pregnancy. 
Quantitative  Beta-hCG  was  143, 
corresponding  with  third  week  of 
gestation.  She  had  no  pain  and  the 
bleeding  subsided.  Three  days 
later  she  was  discharged. 


Figure  2.  Wall  of  fallopian  tube 
and  immature  and  placental 
tissue  in  its  lumen. 
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Figure  3.  Low  magnification  of 
endometrial  adenocarcinoma. 
Crowded,  atypical  glands  are 
present. 

One  week  later  she  again  had 
heavy  bleeding.  A pregnancy  test 
was  positive  and  an  ultrasound  test 
was  negative.  She  was  readmitted 
with  a differential  diagnosis  of 
blighted  ovum  versus  ectopic 
pregnancy.  Dilation  and  curettage 
(D  & C)  with  possible  laparoscopy 
and  exploratory  laparotomy  was 
performed  and  approximately  4 cc. 
of  tissue  was  obtained.  Laparoscopy 
showed  an  ectopic  pregnancy,  and 
a left  salpingectomy  was  performed. 

Pathologic  findings  were  ectopic 
tubal  pregnancy  (Figures  1 and  2) 
and  moderately  differentiated 
adenocarcinoma  (FIGO  Grade  2)  of 
the  endometrium  (Figures  3 and  4). 
The  diagnosis  of  adenocarcinoma 
was  confirmed  by  two  consultants. 

A total  abdominal  hysterectomy 
(TAH)  with  bilateral  oophorectomy 
and  right  salpingectomy  was 
performed.  Microscopic 
examination  of  the  hysterectomy 
specimen  did  not  reveal  any 
residual  cancer,  but  there  was  focal 
atypical  hyperplasia  of  the 
endometrium.  The  cervix  revealed 
chronic  inflammation.  The  ovaries 
and  fallopian  tubes  were  normal. 


Figure  4.  Medium  magnification 
of  endometrial  adenocarcinoma. 
Atypical  nuclei,  prominent  nucleoli, 
and  mitotic  figures  are  evident. 

This  patient  was  last  seen  two 
years  following  her  hysterectomy,  at 
which  time  there  was  no  evidence 
of  cancer;  she  was  subsequently  lost 
to  follow-up. 

Discussion 

We  are  aware  of  only  one 
previous  report  of  ectopic  tubal 
pregnancy  co-existing  with 
endometrial  adenocarcinoma  (13); 
this  report  did  not,  however, 
illustrate  the  pathologic  findings. 

Since  1900,  there  have  been  12 
reported  cases  of  intrauterine 
pregnancy  with  co-existing 
endometrial  adenocarcinoma  (1-12). 
The  first  report  of  the  co-existence 
of  pregnancy  with  endometrial 
adenocarcinoma  was  in  1927  by 
Schumann  (1).  Ours  brings  to  13  the 
number  of  illustrated  cases  of 
pregnancy  co-existing  with 
endometrial  adenocarcinoma,  and  is 
apparently  unique  among  case 
reports  with  illustrations  since  the 
pregnancy  was  ectopic. 

Schneller  and  Nicastri  (12)  reviewed 
features  of  the  reported  cases  of 
endometrial  adenocarcinoma  and 


intrauterine  pregnancy.  Suzuki  et  al 
(9)  also  provided  a good  review  of 
eight  cases.  The  13  patients  have 
ranged  in  age  from  21  to  43;  seven 
were  age  35  or  older.  Eleven  were 
white;  three  were  Italian,  one  was 
black  and  the  race  was  not  stated 
for  the  one  other  patient. 

All  of  the  tumors  were  well 
differentiated  adenocarcinoma  or 
adenoacanthoma  except  for  the 
patients  of  Suzuki  and  his  colleagues 
and  our  patient,  who  had  moderately 
differentiated  (FIGO  Grade  2)  tumors. 

Most  of  the  tumors  were  focal 
with  no  or  minimal  invasion,  but 
there  were  two  exceptions.  The 
tumor  of  one  of  the  patients  who 
was  cared  for  by  Suzuki  and  his 
colleagues  invaded  about  half  the 
thickness  of  the  myometrium.  Another 
patient  discussed  by  Wall  et  al  (4) 
died  of  her  tumor  three  years 
following  surgery  and  radium 
treatment;  she  also  had  tuberculous 
involvement  of  her  right  fallopian 
tube  and  part  of  her  myometrium. 

All  other  patients  for  whom 
follow-up  is  indicated  have  done 
well.  In  two,  the  pregnancy  resulted 
in  a live  birth.  One  of  these 
deliveries  was  preterm  by  Caesarean 
section  (4);  the  infant  died  five  days 
later.  The  other  (5)  was  by  vaginal 
delivery  in  a term  pregnancy;  the 
patient’s  cancer  was  diagnosed 
before  she  became  pregnant,  she 
declined  treatment  for  it  and  was 
free  of  disease  10  years  later. 

One  woman  (11),  in  addition  to 
adenocarcinoma  of  the  endometrium 
had  Stage  Ia(i)  endometrioid 
adenocarcinoma  of  the  ovary. 
Another  patient  (10)  had  bilateral 
ovarian  tumors  that  were 
histologically  identical  with  the 
endometrial  neoplasm.  In  eight 
cases,  the  diagnosis  was  made  when 
the  patients  complained  of  vaginal 
bleeding  and  had  a D & C.  One 
other  patient  was  diagnosed  after 
suction  curettage  for  elective 
termination  of  pregnancy. 

Regarding  risk  factors,  three 
patients  were  obese  and  two  were 
nulliparous,  the  others  having  had 
between  one  and  10  deliveries. 
Hoffmann  et  al  (11)  also  stated  that 
a chronic  ovulatory  disorder  that  is 
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often  associated  with  endometrial 
adenocarcinoma  in  young  women 
(14)  was  not  reported.  Of  the  10 
patients  who  elected  treatment,  all 
had  TAH,  nine  had  bilateral 
salpingo-oophorectomy  (BSO),  and 
two  received  radiation.  Suzuki  et  al 
(9)  indicated  that  most  of  these 
patients  had  done  well,  but  that  the 
small  number  of  reported  cases 
limited  conclusions  regarding 
appropriate  treatment. 

Hoffmann  et  al  (11)  believe  that 
in  younger  patients  with  non-invasive 
adenocarcinoma  it  is  not  necessary 
to  remove  normal-appearing 
adnexa;  this  is  interesting,  because 
the  one  patient  (6)  whose  normal- 
appearing ovaries  were  not  removed 
was  free  of  disease  six  years  later. 

Conclusion 

We  have  summarized  the  reasons 
why  endometrial  carcinoma  and 
pregnancy  occuring  simultaneously 
are  so  uncommon  (6,7,8).  The 
most  obvious  is  age  since 
endometrial  cancer  is  usually  seen 
in  postmenopausal  women. 

Endometrium  that  is  prone  to 
develop  carcinoma  may  be 


unfavorable  for  successful  gestation. 
Endometrial  carcinoma  is  an 
estrogen-associated  neoplasm,  and 
high  levels  of  progesterone  in 
pregnancy  are  not  conducive  to  its 
development.  Novak  (15)  described 
foci  of  immature  basal  cells  in 
endometrium  that  do  not  respond 
to  a hormonal  stimulus,  which 
may  explain  why  it  is  possible  for 
pregnancy  and  carcinoma  to  occur  in 
the  endometrium  simultaneously. 

In  1927,  Schumann  (1)  stated  that 
the  association  of  adenocarcinoma 
of  the  fundus  uteri  and  pregnancy 
is  usually  dismissed  by  pathologists 
with  the  statement  that  such  a 
combination  is  impossible.  We 
have  seen  similar  reactions  recently. 
Pathologists  and  clinicians  should 
be  aware  of  the  possibility  of  the 
two  conditions  co-existing. 
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General  News 


Controversial  author  Dr.  Timothy  Quill  among 
speakers  for  CME  session  at  Annual  Meeting 


Brooks 


Author  Dr.  Timothy  Quill,  who 

recently  changed  his  position  on 
physician-assisted  suicide  after 
being  one  its  strongest  proponents, 
is  one  of  the  five  featured  speakers 
for  “Pain  Relief:  Options  and 
Controversies,  ” the  CME  session 
which  will  take  place  on  Thursday, 
August  21  at  8:30  at  The  Greenbrier 
during  the  WVSMA’s  Annual  Meeting. 

Joining  Dr.  Quill  for  this  thought- 
provoking  session,  will  be  Albert  M. 
Brady,  M.D.,  P.C.,  clinical  associate 
professor  in  the  Department  of 
Medicine  at  North  Texas  Health 
Sciences  Center;  Stephen  L.  Sebert, 
M.D.,  medical  director  of  Monongalia 
County  Hospice  and  an  associate 
professor  of  family  medicine  at  West 
Virginia  University;  A.  Paul  Brooks 
Jr.,  M.D.,  president  of  the  West 
Virginia  Board  of  Medicine;  and 
Deborah  L,  Rodecker,  J.D., 
counsel  for  the  West  Virginia  Board 
of  Medicine.  After  their  lectures, 
these  speakers  will  conduct  a 
Q & A session  for  participants. 

Bios  on  these  five  speakers  begin 
below.  A preliminary  meeting  agenda, 
a registration  form,  and  information 
about  the  Lunch  & Learns, 
tournaments  and  entertainment  are 
published  on  pages  140-144.  For 
other  Annual  Meeting  details,  phone 
the  WVSMA  at  (304)  925-0342. 

Speakers  highlighted 

Dr.  Brady  was  born  in  Omaha, 
Neb.,  and  received  his  M.D.  degree 
from  the  University  of  California  at 
Los  Angeles  School  of  Medicine  in 
1970.  He  interned  at  Duke  University 
Medical  Center  and  then  worked  as 
an  associate  at  the  National  Institute 
of  Arthritis,  Metabolism  and  Digestive 
Diseases  at  the  NIH  in  Bethesda,  Md. 


Sebert 


From  1973-76,  Dr.  Brady  completed 
a residency  in  the  Department  of 
Medicine  at  the  Oregon  Health 
Sciences  University  in  Portland, 
where  he  also  served  as  an  instructor 
in  medicine.  After  his  residency,  Dr. 
Brady  continued  his  postgraduate 
studies  with  an  oncology  fellowship 
at  the  University  of  Minnesota. 

In  1978,  Dr.  Brady  became 
director  of  the  Oncology  Unit  at 
Good  Samaritan  Hospital  in  Portland. 
He  was  named  head  of  the 
Hematology/Medical  Oncology 
Section  at  the  hospital  in  1988,  but 
he  left  the  next  year  to  accept  the 
post  of  medical  director  of  The 
Cancer  Care  Center  and  three  other 
programs  at  Porter  Memorial 
Hospital  in  Denver. 

Dr.  Brady  was  named  associate 
medical  director  of  the  Harris 
Methodist  Health  System  in  Fort 
Worth,  Texas  in  1992,  at  which  time 
he  accepted  his  other  current  posts 
as  medical  director  of  the  system’s 
Cancer  Program  and  Hospice.  In 
addition  to  his  responsibilities  with 
Harris  Methodist  Health  System,  Dr. 
Brady  is  a clinical  associate  professor 
in  the  Department  of  Medicine  at 
the  University  of  North  Texas  Health 
Sciences  Center  in  Fort  Worth. 


Board  certified  in  oncology  and 
internal  medicine,  Dr.  Brady  is  the 
founder  of  Cancer  Care  Solutions  in 
Fort  Worth.  Active  in  numerous 
regional  and  local  committees,  Dr. 
Brady  also  serves  on  the  editorial 
board  of  Cancer  Management. 

Dr.  Sebert  was  born  in  Richwood 
and  received  his  M.D.  degree  from 
WVU  School  of  Medicine  in  1977. 
After  medical  school,  he  completed  a 
three-year  residency  at  the  Kanawha 
Valley  Family  Practice  Center  in  South 
Charleston  and  CAMC  in  Charleston. 

From  1980-1989,  Dr.  Sebert  was  in 
private  practice  in  Lewisburg  and 
was  on  the  medical  staff  at  Humana 
Hospital  in  Ronceverte,  where  he 
served  as  chief  of  staff  in  1985.  During 
this  time,  Dr.  Sebert  also  served  as 
the  health  officer  for  Greenbrier 
County  and  was  medical  director  of 
the  Greenbrier  Center,  a state  facility 
for  mentally  retarded  patients. 

Since  1989,  Dr.  Sebert  has  been 
an  asssociate  professor  of  family 
medicine  at  the  WVU  School  of 
Medicine  and  a member  of  the 
medical  staff  at  Ruby  Memorial 
Hospital.  In  addition,  Dr.  Sebert  is 
medical  director  of  Monongalia 
County  Hospice  and  health  officer 
for  Monongalia  County. 


Brady 
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A diploma te  of  the  National 
Board  of  Medical  Examiners  and  the 
American  Board  of  Family  Practice, 
Dr.  Sebert  is  also  a fellow  of  the 
American  Academy  of  Family 
Physicians  and  serves  on  the  board 
of  directors  of  the  West  Virginia 
Chapter  of  the  American  Academy 
of  Family  Physicians.  He  is  a past 
president  of  the  Monongalia  County 
Medical  Society  and  is  a member  of 
numerous  academic,  educational  and 
civic  organizations. 

A very  active  member  of  the 
WVSMA,  Dr.  Sebert  has  served  on 
Council  and  as  an  AMA  delegate. 

He  currently  is  a member  of  the 
Insurance  Committee  and  the  Annual 
Meeting  Program  Committee,  and 
serves  as  a delegate  for  the 
Monongalia  County  Medical  Society. 

Dr.  Quill  is  a professor  of 
medicine  and  psychiatry  at  the 
University  of  Rochester  School  of 
Medicine  and  Dentistry,  a primary 
care  internist  and  the  associate  chief 
of  medicine  at  The  Genesee 
Hospital  in  Rochester,  N.Y.  In 
addition,  Dr.  Quill  also  directs  the 
University  of  Rochester’s  Program 
for  Biopsychosocial  Studies. 

The  author  of  the  books  A 
Midwife  Through  the  Dying  Process: 
Stories  of  Healing  and  Hard  Choices 
at  the  End  of  Life  and  Death  and 
Dignity:  Making  Choices  and  Taking 
Charge , Dr.  Quill  has  written  and 
lectured  extensively  about  various 
aspects  of  the  doctor-patient 
relationship,  including  partnerships, 
communication,  barriers,  delivering 
bad  news  and  somatization,  with  a 
special  focus  on  end-of-life  decision 
making.  A peer  reviewer  for  the  New 
England  Journal  of  Medicine, 
Journal  of  the  American  Medical 
Association,  Annals  of  Internal 
Medicine  and  Journal  of  General 
Internal  Medicine , Dr.  Quill  has 
published  over  50  journal  articles. 

Dr.  Quill  was  the  lead  physician 
plaintiff  in  the  New  York  State 
legal  case  challenging  the  law 
prohibiting  physician-assisted 
suicide  (Quill  v.  Vacco).  He  is  a 
fellow  in  the  American  College  of 
Physicians  and  a member  of  the 
American  Academy  on  Physician 
and  Patient. 


A graduate  of  Amherst  College 
the  University  of  Rochester  School 
of  Medicine  and  Dentistry,  Dr. 

Quill  also  completed  both  his 
internal  medicine  residency  and  a 
fellowship  in  medicine/psychiatry 
liaison  at  the  University  of  Rochester 
School  of  Medicine  and  Dentistry. 

Dr.  Brooks  received  his  M.D. 
degree  from  the  WVU  School  of 
Medicine  in  1966.  He  completed  a 
one-year  rotating  internship  and 
then  served  for  two  years  as  a 
captain  in  the  U.S.  Air  Force. 

Following  his  military  service,  Dr. 
Brooks  returned  to  Parkersburg 
where  he  practiced  family  medicine 
until  1990,  when  he  was  named 
vice  president  of  operations  for 
medical  affairs  at  Camden-Clark 
Memorial  Hospital  in  Parkersburg. 
While  at  the  hospital,  Dr.  Brooks 
served  on  SunHealth  Alliance 
Community  Health  Needs 
Assessment  Steering  Committee  and 
Physician  Practice  Management 
Initiative  Committee. 

In  1994,  Dr.  Brooks  became 
president  and  CEO  of  PrimaryOne, 
Inc.,  a 2,000  member  physician 
network  in  West  Virginia.  He  was 
instrumental  in  building  the  network, 
partnering  the  network  with  an 
insurance  company,  and  obtaining  a 
statewide  HMO  license  in  less  than 
eight  months.  He  served  as  the  board 
chairman  of  the  PrimeONE  HMO 
from  its  inception  until  this  March, 
when  PrimaryOne,  Inc.,  divested 
itself  of  its  equity  in  PrimeONE. 

For  the  past  25  years,  Dr.  Brooks 
has  been  active  in  the  American 
Academy  of  Family  Physicians.  He 
has  served  as  president  and  chairman 
of  the  board  of  the  West  Virginia 
Chapter  of  the  AAFP  and  is  currently 
serving  as  a delegate  from  West 
Virginia  to  the  national  organization. 
In  addition,  Dr.  Brooks  acts  as  a 
delegate  from  West  Virginia  to  the 
Southeastern  Family  Practice  Forum, 
which  consists  of  10  states  that  are 
included  in  the  initial  target  states  of 
PRO-Care. 

Dr.  Brooks  was  appointed  to  the 
West  Virginia  Board  of  Medicine  in 
1992,  and  served  as  chairman  of  the 
Complaint  Committee  before  being 
elected  president  in  1995. 


Ms.  Rodecker  earned  a B.A. 
degree  from  Wheaton  College  in 
Norton,  Mass.,  in  1967  and  obtained 
her  J.D.  degree  from  the  State 
University  of  New  York  at  Buffalo 
School  of  Law.  She  continued  her 
education  at  the  University  of 
Pittsburgh  Graduate  School  of 
Public  Health  where  she  completed 
the  Health  Law  Training  Program. 

In  1973,  Ms.  Rodecker  became  a 
partner  in  the  firm  of  Kaufman, 
Ratliff  and  Rodecker  in  Charleston. 
In  1974,  she  left  to  work  as  the 
health  law  advisor  for  the  Health 
Planning  Council,  Inc.  in  Charleston, 
and  then  the  next  year,  she  was 
named  the  counsel  for  the 
Legislative  Subcommittee  on  Health 
for  the  West  Virginia  Legislature. 

From  1977-79,  Ms..  Rodecker 
worked  part  time  on  projects  for  the 
Office  of  Health  Planning  and 
Evaluation  for  the  West  Virginia 
Department  of  Health  and  Office  of 
Health  Affairs  and  for  the  Mid-Atlantic 
Emergency  Medical  Services 
Council,  Inc.  In  1981,  she  was 
named  counsel  for  the  Senate 
Health  Committee  for  the  West 
Virginia  Legislature,  a post  she  held 
for  eight  years. 

At  various  times  during  her 
career,  Ms.  Rodecker  has  served  as  a 
hearing  examiner  for  the  West 
Virginia  Board  of  Medicine,  the 
West  Virginia  Department  of  Health, 
and  the  West  Virginia  Human  Rights 
Commission.  Since  July  1,  1988,  she 
has  been  the  full-time  counsel  for 
the  West  Virginia  Board  of  Medicine. 

Ms.  Rodecker  is  a member  of  the 
American  Bar  Association  and  the 
West  Virginia  State  Bar. 


See  pages  140- 144 
for  more  details  about 
Annual  Meeting!!! 
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Month  devoted  to  awareness  of  Tourette  Syndrome 


May  15  - June  15  has  been 
designated  by  the  National  Tourette 
Syndrome  Association  as  National 
Tourette  Syndrome  Awareness 
Month.  Tanya  Warwick,  a second-year 
medical  student  at  Marshall  University 
who  is  the  sister  of  a Tourette ’s 
patient,  notified  the  Journal  of  this 
event  because  she  felt  that  physicians, 
especially  pediatricians,  family 
practitioners,  neurologists,  and 
psychiatrists,  should  increase  their 
knowledge  and  awareness  of  this 
complex  and  devastating  disorder. 

It  is  currently  estimated  that  one 
person  in  every  2,500  has  Tourette 
Syndrome  in  its  severest  form,  and 
that  as  many  as  three  times  that 
number  have  a related  or  partial 
manifestation.  Studies  have  shown 
that  Tourette  Syndrome  is  about 
nine  times  more  prevalent  in  male 
children  than  in  females. 

Tourette  Syndrome  is  a hereditary, 
neuropsychiatric  disorder  presenting 
with  involuntary  movements, 
vocalizations,  and  associated  sensory 
urges.  It  not  the  rare  disorder  that 
many  physicians  think  that  it  is.  It  is 
just  grossly  underdiagnosed. 

For  the  diagnosis  of  Tourette 
Syndrome  to  be  made,  a patient 
must  exhibit  multiple  motor,  and 
one  or  more  vocal  tics  concurrently 
at  some  point  in  the  illness.  These 
tics  usually  occur  daily,  but  must 
occur  intermittently  over  the  course 
of  at  least  one  year.  The  tics 
themselves  are  variable  and  change 
location,  number,  frequency, 


complexity,  and  severity  as  the 
illness  progresses.  The  onset  of  the 
disorder  must  be  before  the  age  of 
21,  but  is  usually  around  the  age  of 
seven.  There  must  also  be  no  other 
medical  or  neurological  condition  to 
explain  the  tics.  Though  not  a 
diagnostic  criteria,  many  Tourette ’s 
patients  experience  other  adverse 
behavioral  manifestations  as  well. 

The  most  striking  aspect  of 
Tourette’s  tics  is  that  they  “wax  and 
wane”  in  intensity  from  week  to 
week,  month  to  month.  Though  not 
always  the  case,  it  is  not  uncommon 
for  a Tourette’s  patient  to  suppress 
the  tics  when  visiting  the  doctors 
office.  This  suppression  cannot  last 
forever  and  the  patient  will  usually 
have  a tic  outburst  after  a period  of 
suppression.  Patients  afflicted  with 
more  severe  cases  usually  are  not 
capable  of  this  type  of  suppression. 
Tic  severity  may  also  be  exacerbated 
by  stress,  fatigue,  and  over  the 
counter  medications. 

In  addition  to  the  serious  motor 
and  vocal  tics,  Tourette’s  patients 
can  also  experience  a variety  of 
comorbid  conditions  that  include 
behavioral  and  cognitive  difficulties. 
The  most  frequently  associated 
disorders  include  Attention  Deficit 
Disorders,  impulsive  control 
problems,  aggressiveness,  irritability, 
slow  social  development, 
depression  and  self-injurious 
behaviors.  Not  all  Tourette’s  patients 
experience  these  disorders,  but  a 
large  majority  do. 


The  cause  of  Tourette  Syndrome 
is  unknown.  Currently,  most  of  the 
research  being  conducted  is 
focusing  on  abnormal  neurochemical 
pathways  within  the  central  nervous 
system.  Pharmacologic  and  metabolic 
evidence  has  implicated  a number 
of  neurochemical  systems  in  the 
etiology  of  the  disorder.  The  most 
compelling  argument  to  date  is  the 
involvement  of  the  dopaminergic 
system  within  the  basal  ganglia. 

This  is  supported  by  the  reported 
responses  to  haloperidol  and  other 
neuroleptics  such  as  pimozide. 

Based  on  available  information,  it 
is  clear  that  Tourette’s  Syndrome  is 
an  autosomal  dominant  genetic 
disorder.  An  interesting  fact  about 
Tourette’s  is  that  in  identical  twin 
studies,  non-genetic  factors  also 
seemed  to  contribute  to  the 
manifestation  of  the  disorder. 
Suggested  non-genetic  factors 
currently  include  stressful  prenatal 
or  perinatal  experiences,  and  certain 
infections  in  early  childhood. 

There  is  currently  no  cure  for 
Tourette’s  Syndrome,  and  only  a 
limited  number  of  treatments. 
Pharmacologic  therapy  is  the  only 
proven  effective  treatment  for  tics. 
The  drugs  of  choice  for  the  treating 
Tourette’s  tics  are  haloperidol, 
pimozide,  and  clonidine. 

For  further  information,  please 
contact  the  Tourette  Syndrome 
Association,  Inc.,  42-40  Bell  Blvd., 
Bayside,  NY  11361-2820;  phone: 
(718)  224-2999;  or  fax:  (718)  279-9596. 


WVSMA  again  earns  honors  for  increasing  AMA  membership; 
delegation  to  be  recognized  at  AMA  Annual  meeting  in  Chicago 


WVSMA  Executive  Director 
George  Rider  and  the  WVSMA 
staff  and  leaders  were  recently 
notified  by  the  AMA  that  for  the 
third  consecutive  year  the  WVSMA 
has  surpassed  its  previous  year’s 
AMA  membership. 

Traditionally,  the  AMA  has 
honored  states  for  increasing  their 


AMA  memberships  at  AMA’s  National 
Leadership  Conference,  but  this  year 
the  members  of  the  WVSMA 
delegation  will  be  recongnized  at  a 
special  photo  session  during  the  AMA 
Annual  Meeting,  which  will  take  place 
in  Chicago  from  June  22-26. 

WVSMA’s  delegation  will  be  lead  by 
Dr.  Constantino  Amores  and  delegates 


Dr.  Robert  Pulliam,  Dr.  John 
Holloway  and  Dr.  James  Helsley. 

The  other  members  of  the  WVSMA’s 
delegation  will  be  alternate  delegates 
Dr.  Robert  Hess,  Dr.  Stephan  Thilen 
and  Dr.  David  Avery;  and  WVSMA 
Associate  Executive  Director  Nancie 
Albright  and  WVSMA  Director  of 
Operations  Tim  Allman. 
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ACP  honors  Drs.  Marshall,  Stevenson 


Robert  J.  Marshall,  M.D.,  F.F.C.P., 
F.A.C.P.,  of  Huntington,  was 
presented  the  Accolade  of  Mastership 
at  the  78th  Annual  Session  of  the 
American  College  of  Physicians  in 
Philadelphia.  Dr.  Marshall  was  given 
this  award  in  recognition  of  his 
accomplishments  as  a teacher, 
researcher,  clinician  and  leader  in 
cardiology. 

Also  at  this  meeting,  Dr.  Marshall’s 
wife,  Mabel  M.  Stevenson,  M.D., 
F.A.C.P,  was  inducted  to  Direct 
Fellowship  in  the  ACP  Dr.  Stevenson 
received  this  honor  in  recognition 
for  her  many  contributions  to 
medical  education,  research,  patient 
care  and  public  service. 

Dr.  Marshall  has  served  as  state 
governor  of  the  American  College 
of  Cardiology,  as  vice  president  of 
the  American  Heart  Association,  and 
as  chairman  of  the  Cardiovascular 
Study  Section  of  the  National 
Institutes  of  Health.  During  his 

Seminar  to  focus  on 
accreditation  outlines 
for  medical  staffs 

The  Healthcare  Education 
Foundation  of  West  Virginia  is 
sponsoring  a seminar  entitled 
“Accreditation  Standards  for  Medical 
Staff’  at  The  Greenbrier  in  White 
Sulphur  Springs  from  June  20-22. 

This  weekend  seminar  will  cover 
nine  of  1 1 functional  chapters  plus 
the  newly  revised  and  expanded 
Medical  Staff  chapter  of  the 
“Comprehensive  Accreditation 
Manual  for  Hospitals.”  It  is  designed 
specifically  for  physicians,  medical 
staff  leaders  and  administrators  who 
work  closely  with  a medical  staff. 

For  more  details,  phone  Kathy 
Watts  at  (304)  344-9744. 


PXE  International,  an  organization 
dedicated  to  research  and  support  for 
individuals  with  Pseudoxanthmoma 
Elasticum,  would  like  to  expand  its 
West  Virginia/Virginia  support  group 


tenure  as  governor  of  the  West 
Virginia  Chapter  of  the  ACP,  the 
Chapter  was  twice  designated  as  an 
Evergreen  Award  Winner,  and  Dr. 
Marshall  was  subsequently  named 
Laureate  of  the  Chapter. 

Dr.  Stevenson  was  one  of  the 
founding  faculty  members  at  the 
WVU  School  of  Medicine  in 
Morgantown,  as  was  Dr.  Marshall. 

At  WVU,  she  served  as  professor  of 
pathology  and  director  of  the  Blood 
Bank.  Subsequently,  Dr.  Stevenson 
was  named  medical  director  of  the 
American  Red  Cross  Regional  Blood 
Bank  in  Huntington,  and  joined  the 
faculty  at  the  Marshall  University 
School  of  Medicine  as  a clinical 
professor  of  pathology. 

From  1991-1996,  Dr.  Stevenson  was 
director  of  medical  affairs  at  St.  Mary’s 
Hospital  in  Huntington.  She  is  now 
serving  as  the  corporate  medical 
director  of  the  West  Virginia  Medical 
Institute. 

Ophthalmologists 
plan  annual  meeting 
in  Morgantown 

Lakeview  Resort  and  Conference 
Center  in  Morgantown  will  be  the 
setting  for  the  “Eighteenth  Annual 
Clinical  Ophthalmology 
Conference,  "which  will  take  place 
from  September  25-27.  This 
seminar  is  sponsored  by  the  WVU 
Department  of  Ophthalmology. 

Topics  will  include  oculoplastics 
and  reconstructive  surgery, 
glaucoma,  and  eye  care  in 
developing  nations.  Exhibits  and 
special  courses  for  ophthalmic 
technical  and  office  staff  will  also 
be  offered. 

For  more  information,  phone 
(304)  293-3757. 


and  provide  free  materials  to 
physicians  and  patients. 

For  details  about  PXE  International 
and  an  informational  form,  phone 
1-800-642-3937  or  768-7371. 


Medical  Meetings 

July 

3- 6  - American  College  of 
International  Physicians,  Palm 
Beach,  Fla. 

17- 19  - American  Association  of 
Medical  Society  Executives, 
Denver 

August 

15-17  - American  Academy  of 
Neurological  and  Orthopaedic 
Surgeons,  Las  Vegas 

21  - The  Internet:  A Guide  for 
Health  Professionals  - An 
Introductory  Course,  Charleston 

24-27  - International  Conference  on 
Pharmacoepidemiology,  Walt 
Disney  World,  Fla. 

September 

2-5  - The  Second  Annual  Disease 
Management  Congress:  Building 
an  Infrastructure  for  Total  Health 
Managment,  Washington,  D.C. 

4- 6  - American  Academy  of  Facial 
Plastic  and  Reconstructive 
Surgery,  San  Francisco 

20-26  - College  of  American 
Pathologists,  Philadelphia 

26-28  - American  College  of 
Nutrition,  New  York 

October 

12- 17  - American  College  of 
Surgeons,  Chicago 

13- 19  - American  College  of 
Emergency  Physicians,  San 
Francisco 

18- 22  - American  Society  for 
Reproductive  Medicine, 

Cincinnati 

23-25  - New  Techniques  and 
Concepts  in  Cardiology, 
Washington,  D.C. 

26-30  - American  College  of 

Occupational  and  Environmental 
Medicine,  Nashville 


Support  group,  free  materials  available  for  PXE  patients 
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Tuesday,  August  19 
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6 p.m. 

WVSMA  Executive  Committee  Dinner/Business  Meeting 

Wednesday,  August  20 

Wm  ik  . / v 


Noon  -1 :30  p.m. 
1:30-4:30  p.m. 
6:30  - 7:30  p.m. 

Executive  Committee/Council  Luncheon 
WVSMA  Council  Meeting 
Presidential  Reception 

Thursday,  August  21 

••••  •.  ' \ : 

7-8:30  a.m. 

8:30  a.m. -Noon 

Medical  Education  Committee  Breakfast  Meeting 

Pain  Relief:  Options  and  Controversies 

" Management  of  Cancer  and  Non-Cancer  Pain  " - Albert  M Brady,  M.D. 

“ Hospice : Playing  Team  Ball  in  the  Fourth  Quarter  ” - Stephen  L.  Sebert,  M.D. 

"How  Should  We  Respond  If  and  When  Palliative  Care  Fails"  - Timothy  E.  Quill,  M.D. 

"How  to  Manage  Pain  and  Keep  Your  License  " - A.  Paul  Brooks,  M.D.  & Deborah  L.  Rodecker,  J.D. 
Panel  Question  and  Answer 

Noon-1 :30  p.m. 

Lunch  and  Learn  (limited  space) 

"Was  Barter  Better?  Changes  in  Physician  Compensation  " - James  L Comerci,  M.D. 
Panel:  AMA  President  and  other  visiting  dignitaries 

2 p.m. 

Golf,  Tennis,  and  Volleyball  Tournaments 

4 p.m. 

1 998  Annual  Program  Committee  Meeting 

6:30-7:30  p.m. 

Reception 

Friday,  August  22 


7:00  a.m. 
8:30  a.m. 

Breakfast  Meetings  (times  and  locations  to  be  announced) 

First  Session  of  the  House  of  Delegates 

AMA-ERF,  and  other  award  presentations 

Edmund  B.  Flink  Address  - "Evolution  of  Pneumococcal  Disease:  1970s  - 1990s " - Maurice  A.  Mufson,  M.D. 
Thomas  L.  Harris  Address  - "Family  Voilence:  Doctor,  I Need  Your  Help"  - 
Robert  E.  McAfee,  1994-1995  AMA  President 
Announcement  of  1997-98  Candidates  for  Office 
WVSMA  Presidential  Address  - Ronald  E.  Cordell,  M.D. 

Noon-1 :30  p.m. 

Lunch  and  Learn  (limited  space) 

"Workers ' Compensation : Best  of  Times  & Worst  of  Times for  Treating  Physicians  and  Consulting  Physicians" 
Edward  J.  Doyle,  M.D. 

Panel:  AMA  President  and  other  visiting  dignitaries 

Noon 

Specialty  Meetings  - Various  chapters  of  West  Virginia  Specialty  Societies  will  be  scheduled  for 
luncheon/business  and  scientific  meetings.  Times  and  locations  will  be  noted  at  a later  date  in  the 
official  program. 

1:30  p.m. 
5:30-6:30  p.m. 
9:30-11  p.m. 

Resolutions  Committee  - Open  Session 
Reception  hosted  by  WVU/MU  Schools  of  Medicine 
Entertainment  - “Santa  Cruz  Band” 

Saturday,  August  23 


7:30  a.m. 

Breakfast  Meetings  (times  and  locations  to  be  announced) 

8:30-9:30  a.m. 

Delegate  Voting  and  Registration 

9:30  a.m. 

Second  Session  of  the  WVSMA  House  of  Delegates 

"Health  System  Reform  1997  and  Washington  Update  ” - Percy  Wootton,  M.D.,  AMA  President 
Resolutions 

Announcement  of  Election  Results 

Noon-1 :30  p.m. 

WVSMA  Component  and  Specialty  Society  Presidents,  Past  Presidents, 
Visiting  State  Presidents  and  50-Year  Graduates  Luncheon 

1:30  p.m. 

Reconvene  Second  Session  of  the  House  of  Delegates 

Oath  of  Office  and  Presidential  Address  - Thomas  H.  Chang,  MD 

4 - 5 p.m. 


Reception  honoring  newly-installed  officers  of  WVSMA  and  Alliance 


you  ready  for  a 
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little 


The  west  Virginia  state  Medical  Association's 

130th  Annual  Medina 

The  Greenbrier 

white  Sulphur  Syrians,  west  Virginia 


August  20  - 23 , 1997 


• Scientific  Sessions 

• Tournaments 

• Speciality  Meetings 

• Exhibits 

• Lunch  & Learn 

• Entertainment  • Receptions 

Plus,  enjoy  all  the  amenities  and  the  wonderful  atmosphere  of  The  Greenbrier! 

1997  Annual  Meeting 


Name 


Address 
City  


State 


County 

Phone 


Specialty 


Zip 


Registration: 


The  WVSMA  is  now  offering  an  Early  Bird  Registration.  Register 
before  August  1, 1997  and  take  $10  off  registration  fees. 


Fax 


Through  Aug.  1, 1997 

WVSMA  Member  $115 
Non-member  $165 


After  Aug.  1,  1997 
WVSMA  Member 
Non-member 


Payment  by:  Check 

Card  Number 

Expiration  Date 

Signature 


Visa 


MasterCard 


• Cancellation  Policy: 

There  will  be  a $25  administrative  fee  for  cancellations  after 
August  1,  1997. 

Please  call  The  Greenbrier  for  room 
reservations  or  directions  to  the  facilities. 

1-800-624-6070 


Additional: 

Thursday,  August  21  Physician 

Lunch  & Learn  All  others 

“Practice  Management  and  Capitation  ” 


$ 1 25_ 
$175 


$50 

$35_ 


Friday,  August  22 
Lunch  & Learn 
“ Workers  ’ Compensation  ” 


Physician 
All  others 


$50 

$35~ 


If  paying  by  check,  please  send  registration  form  and  check  to: 
West  Virginia  State  Medical  Association, 

P.O.  Box  4106,  Charleston,  WV  25364 


MMM 


Thursday  afternoon 
Noon  - 1 :30  p.m. 
for  more  information 
call  (304)  925-0342 


Join  us  for  WVSMA's  Lunch  & Learn, 

“Was  Barter  Better?  Changes  in  Physician  Compensation” 
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Join  us  for  WVSMA's  Lunch  & Learn, 
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“Workers'  Compensation:  Best  of  Times  & Worst  of 
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Friday  afternoon 
Noon  - 1 :30  p.m. 
for  more  information 
call  (304)  925-0342 


1997  WVS 

Tournamen 


Feeling  Competitive? 

Join  us  for  the  Annual  Meeting 
Tournaments  on  Thursday, 
August  22! 


To  Register  for: 


Golf 

Please  call  (304)  536-7862 
for  tee  times. 

Tennis 

Sign  up  at  the  WVSMA 
Registration  Desk 

Volleyball 

Sign  up  at  the  WVSMA 
Registration  Desk 

For  more  information,  please  call 
Christina  at  the  WVSMA,  (304)  925-0342. 


Golf  Chairman 
Jeffrey  A.  Stead,  M.D. 

Sponsored  by  Oasis  Pain  Management 

Tennis  Chairman 
Reginald  J.  McClung,  M.D. 


Volleyball  Chairmen 
Ron  D.  Stollings,  M.D. 
James  L.  Comerci,  M.D. 


the.  ZxxUtetH&ni! 

Santa  Cruz  Band 

The  Greenbrier 
Friday,  August  23 


BAND 


The  Santa  Cruz  Band  plays  a wide  variety  of  music  from  the 
1 940s  to  the  90s.  Artists  and  song  selections  range  from  the 
B-52’s  to  Frank  Sinatra  to  Willie  Nelson.  The  Santa  Cruz 
Band’s  repertoire  consists  of  more  than  500  songs! 


Plan  to  join  us  for  an  evening  of 
music,  dancing  and  entertainment! 


1998  Mid-Winter 

Seminars  and 


Scientific 


Conferences 


Plan  to  join  your  colleagues  from  around  the  state  at 

West  Virginia  State  Medical  Association’s 
1998  Mid-Winter  Seminars  and  Scientific  Conferences 

January  15-18, 1998 
Charleston  House  - Holiday  Inn, 

Charleston,  WV 

Watch  for  more  details  and  the  registration  form  coming  soon! 


CME  & Special  Events 


Camcare  Health  Education  & Research  Institute 


“12  -Lead  ECG  Interpretation  Workshop ” 

July  17-18,  Oglebay  Park,  Wheeling 
August  21-22,  Brier  Inn,  Lewisburg 
September  18-19,  Holiday  Inn,  Parkersburg 
October  2-3,  Holiday  Inn  Gateway,  Barboursville 
November  4-5,  Comfort  Inn,  Martinsburg 

“Second  Annual  Pulmonary  Symposium ” 

June  14,  Logan  General  Hospital,  Logan 

“Improve  Your  Patients'  Lives:  A Primary  Care  Givers 
Guide  to  Tobacco  Cessation” 

June  25,  Robert  C.  Byrd  HSC,  Charleston 

“Cost  Effective  Management  of  Depression  of  the  21st 
Centure” 

July  18,  Berry  Hills  Country  Club,  Charleston 

“Cardiology  Update” 

August  1-2,  Robert  C.  Byrd  HSC,  Charleston 

“Fundamental  Critical  Care  Support” 

August  2-3,  Education  & Training  Center,  CAMC 

“Advanced  Trauma  Life  Support  Provider  Course” 

August  16-17,  Education  & Training  Center,  CAMC 

“12th  Annual  Trauma  Conference” 

September  12,  Robert  C.  Byrd  HSC,  Charleston 

(Phone  348-9581 for  information  about  Outreach  programs) 


Huntington  Medical  Community  Foundation 


“Alternative  Medicine” 

June  17,  Tara  Sharma,  M.D.,  Logan  General  Hospital, 
Logan,  noon 

“Foreign  Bodies  in  the  Gastrointestinal  Tract  of 
Children” 

June  18,  Yoram  Elitsur,  M.D.,  Williamson  General 
Hospital,  Williamson,  W.Va.,  6 p.m. 

“Sleep  Apnea” 

July  8,  Randy  Beam,  M.D.,  Our  Lady  of  Bellefonte 
Hospital,  Ashland,  noon 


“Overview  of  Nuclear  Medicine” 

July  31,  Torin  Walters,  M.D.,  South  Williamson  Appalachian 
Regional  Hospital,  South  Williamson,  Ky.,  6 p.m. 

“TEA” 

August  19,  Logan  General  Hospital,  Logan,  noon 

“Preinvasive  Diseases  of  Cervix” 

August  20,  Gerard  Oakley,  M.D.,  Williamson  Memorial 
Hospital,  6 p.m. 

“Fibromyalgia:  Disability  or  Not?” 

August  25,  Three  Rivers  Medical  Cntr.,  Louisa,  Ky.,  6 p.m. 


Robert  C.  Byrd  HSC  - Morgantown 


“Stullken  Lectureship” 

August  29-30,  Robert  C.  Byrd  HSC,  Morgantown 

“Advanced  Life  Support  for  Obstetrics” 

Sept.  12-14,  Canaan  Valley  Resort,  Davis 

‘ Clinical  PET  Update” 

Sept.  20,  Location  - TBA 

“23rd  Annual  Hal  Wanger  Family  Medicine  Conference” 

Oct.  2-4,  Robert  C.  Byrd  HSC,  Morgantown 

“ Radiology  Conference  (Ultrasound) 

Oct.  4,  Lakeview  Resort  & Conference  Center,  Morgantown 

“Pediatric  Oktoberfest  ‘97” 

Oct.  10,  Robert  C.  Byrd  HSC,  Morgantown 

(Phone  293-1 786 for  information  about  Outreach  programs) 


WV  Chapter  of  International  Physicians 


“Annual  Meeting  of  the  WV  Chapter  of  International 
Physicians” 

June  21,  India  Center,  South  Charleston 


West  Virginia  State  Medical  Association 


“WVSMA’s  Annual  Meeting” 

August  20-23,  The  Greenbrier,  White  Sulphur  Springs 
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The  Smokies 

The  morning’s  mist  pulls  apart 
At  the  seams  and  a band  of  sunlight 
Glances  off  the  shiny  leaves 
Of  the  oak.  The  covering  dogwood 
Reaching  for  breathing  room 
Between  the  oak  and  the  pine 
Droops  its  fall-tinged  leaves, 
Uncovering  the  red  berries, 
Harbingers  of  next  Spring’s  flowers. 

The  damp  stillness 
Sponged  by  the  persistent  sun 
Gives  way  to  the  squeak  of  sparrows, 
Chatter  of  squirrels  and  raucous  calling 
Of  the  crows.  Two  doves 
With  piston-like  movement 
Of  their  tiny  heads 

Chug  through  lacy  shadows  on  the  lawn. 

The  far  peaks  capture  the  rising  mist; 
Billowing  clouds  of  smoke, 

Hiding  then  revealing  the  majesty  of  the  hills. 

Day  has  come  to  Redbird  Mountain. 

Robert  L.  Smith,  M.D. 

Wild  Onion 

The  smell  of  wild  onion 
clefts  the  new  mown  grass, 
while  the  hisses  breath 
permeates  to  the  edge. 

In  yesterday’s  year 
for  our  sustenance,  our  being, 

We  ate  of  those  things  and  were  glad  to  pray. 

Now  marks  where  the  wild  onions  grow, 
in  the  valleys  echo  - 
a prayer. 


John  Henry  McWhorter,  M.D. 


Bureau  for  Public  Health  News 
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This  page  of  material  is  submitted  and 
paid for  by  the  Bureau  for  Public  Health. 


WIC  joins  multistate 
infant  formula  pact 

The  Bureau  for  Public  Health’s 
Women,  Infants  and  Children  (WIC) 
Program  has  entered  into  a 
multistate  agreement  with  Mead 
Johnson  Nutritionals,  whereby 
Mead  Johnson  will  continue  to 
provide  Enfamil,  Prosobee,  and 
Lactofree  as  the  sole  source  for  both 
milk-based  and  soy-based  infant 
formulas  for  WIC  participants.  This 
pact  will  be  in  effect  for  three  years. 

Effective  May  1,  all  WIC 
participants  currently  receiving  a 
standard  milk-based  or  soy-based 
formula  will  continue  to  receive 
Enfamil,  Prosobee  or  Lactofree.  The 
Mead  Johnson  products,  after 
rebate,  will  cost  approximately 
$0.29  per  can,  or  $8.99  per  month. 

The  WIC  Program  encourages 
support  for  this  cost  containment 
system,  which  is  federally 
mandated,  and  also  provides 
savings  of  about  $8.36  million  per 
year.  This  savings  will  allow  the 
West  Virginia  WIC  Program  to 
continue  to  serve  17,000  WIC 
participants  per  year,  in  addition  to 
the  38,000  served  by  the  Federal 
WIC  grant. 

The  West  Virginia  WIC  Program 
does  support  the  recommendation 
of  The  American  Academy  of 
Pediatrics,  which  states  that  the 
vomiting  or  spitting  of  formula  for 
the  first  few  months  of  life  is 
common  and  requires  no  change  of 
formula  if  the  infant’s  weight  gain  is 
adequate.  However,  the  program 
will  authorize  a change  to  a non- 
contract standard  milk-  or  soy-based 
formula  when  symptoms  of 
intolerance  or  allergy  to  Enfamil, 
Prosobee  or  Lactofree  are  persistent 
or  chronic  in  nature. 


Also,  the  West  Virginia  WIC 
Program  has  entered  into  a three- 
year,  multistate  infant  juice  and 
cereal  agreement  with  Gerber  Foods 
as  the  sole  source  provider  as  of 
May  1. 

Physician  support  of  this  program 
is  necessary  to  continue  services  to 
the  women,  infants  and  children  in 
West  Virginia.  For  more  information, 
call  the  Bureau’s  Office  of  Nutrition 
Services  at  (304)  538-0030. 

Healthy  People  2000 
reviewed  at  midpoint 

The  West  Virginia  Bureau  for 
Public  Health  has  recently 
completed  a “Mid-Course  Review  of 
the  West  Virginia  Healthy  People 
2000”  project.  Part  of  a national 
effort  initiated  in  1990,  Healthy 
People  2000  set  out  specific  goals 
and  objectives  for  the  health  of  the 
population  of  the  state  and  the 
nation  in  the  year  2000. 

This  mid-course  review  takes  a 
look  at  how  far  the  state  has  come 
in  meeting  these  goals,  outlining 
progress  through  1995  in  22  priority 
areas,  ranging  from  cancer  and 
cardiovascular  disease  to 
environmental  health  and  violence. 
One  of  the  most  successful  efforts 
highlighted  in  the  review  is  in  the 
area  of  childhood  immunization.  As 
recently  as  1990,  only  half  of  all 
children  under  the  age  of  two  in 
West  Virginia  had  received  all 
required  immunizations.  This  report 
shows  that  figure  had  increased  to 
as  much  as  71%  by  1995,  with  the 
goal  being  90%  by  2000. 

According  to  information  in  the 
review,  heart  disease  continues  to 
be  the  leading  cause  of  death  in 
both  West  Virginia  and  the  United 
States  as  a whole.  While  deaths  due 
to  diseases  of  the  heart  were  lower 
in  West  Virginia  in  1995  than  they 
were  in  1990,  the  state  heart  disease 
death  rate  remains  above  average. 


Other  discouraging  data  was 
shown  in  the  report  regarding 
obesity  and  sedentary  lifestyle.  From 
1990  to  1995,  the  prevalence  of 
obesity  for  those  over  the  age  of  17 
rose  from  29%  to  nearly  37%.  Dr. 
Henry  Taylor,  commissioner  of  the 
Bureau  for  Public  Health,  points  out 
that,  while  such  survey  data  does 
have  a small  margin  of  error,  it  is 
clear  that  the  figures  are  going  in 
the  wrong  direction. 

“It  is  highly  unlikely  that  the  state 
will  reach  the  Year  2000  goal  of  26% 
obesity  that  was  set  in  1990,”  Dr. 
Taylor  said.  “Indeed,  our  projections 
indicate  that,  if  nothing  changes,  the 
percentage  of  obese  adults  in  West 
Virginia  could  exceed  40%  by  the 
year  2000.  We  feel  that  is  frightening, 
and  unacceptable,  and  we  have 
already  initiated  a number  of 
projects  to  address  this  issue.” 

Taylor  says  the  most  effective  way 
to  combat  problems  such  as  this,  is 
to  work  within  communities  to 
foster  local  coalitions.  Renewed 
emphasis  has  been  placed  on  just 
such  activities  through  a number  of 
statewide  organizations,  including 
the  West  Virginia  Coalition  for 
Physical  Activity,  the  West  Virginia 
Chronic  Disease  Nutrition  Coalition, 
the  West  Virginia  Diabetes  Control 
Coalition,  the  Coalition  for  a Tobacco- 
Free  West  Virginia,  and  a statewide 
coalition  known  as  the  Healthy 
West  Virginia  Coalition. 

“These  organizations  and  others 
are  in  the  process  of  utilizing  the 
information  in  this  review  to  develop 
programs  and  activities  to  address 
the  health  problems  of  the  citizens 
of  our  state,”  Dr.  Taylor  said.  “I  urge 
every  West  Virginian  to  take  a good 
look  at  their  own  health  and  to 
make  a personal  effort  to  set  their 
own  goals  to  be  a healthier  person 
in  the  year  2000.” 

For  more  information  about 
coalitions  addressing  health  issues, 
or  for  a copy  of  the  mid-course 
review,  call  (304)  558-0644. 
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Eighty-five  percent  of  children  who  smoke  prefer  the  three  most  advertised 
brands  (Marlboro,  Camel  and  Newport).  That’s  no  coincidence. 

Tobacco  companies  spend  billions  on  cartoon  ads,  billboards  near  schools  and 
mountains  of  free  merchandise  that  kids  love  (T-shirts,  caps,  backpacks,  jackets). 
The  results: 

■ Three  thousand  kids  start  smoking  every  day. 

■ Nearly  all  adult  smokers  begin  as  children. 

■ One-third  will  die  from  their  addiction. 

■ Tobacco  companies  are  making  $200  million  a year  from  sales 
to  children  and  addicting  a new  generation  of  customers. 

The  nation’s  top  health  experts  have  proposed  new  limits  to  keep  tobacco 
marketing  from  seducing  children  and  to  make  cigarettes  less  accessible  to 
kids.  But  industry  lobbyists  are  scheming  to  snuff  these  rules  out. 

It’s  time  we  stopped  trusting  tobacco  companies  with  our  children’s  lives. 

■ Tell  the  FDA  you  support  the  proposed  limits  (Food  & Drug 
Administration,  Docket  95N-0253,  Room  1-23,  1 2420  Parklawn  Drive, 
Rockville,  MD  20857). 

■ Tell  your  Members  of  Congress  not  to  endanger  America 5 
children  for  tobacco  company  profits. 

■ Learn  more  by  calling  1 -800-284-KIDS. 

This  ad  sponsored  by  the  National  PTA,  American  Nurses  Association,  National 
Association  of  Secondary  School  Principals,  National  Coalition  of  Hispanic  Health 
and  Human  Services  Organizations  (cossmho)  and  over  1 00  other  organizations 
throughout  the  country. 
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Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  of  WVU, 
Communications  Division,  Morgantown 


Unrelated  donor  blood, 
marrow  transplants  now 
being  performed 

WVU’s  Blood 
and  Marrow 
Transplant 
Program  has 
been  designated 
a transplant 
center  for  the 
National  Marrow 
Donor  Program. 
“The 

opportunities  for 
> transplantation  treatment  are  now 
unlimited  for  those  West  Virginians 
in  need  of  a blood  and  marrow 
transplant  but  who  don’t  have  a 
relative  who  can  serve  as  a donor,” 
Dr.  Joseph  Lynch,  director  of  WVU’s 
Adult  Blood  and  Marrow  Transplant 
Program  said. 

Previously,  transplants  could  only 
be  performed  using  a patient’s  own 
blood  and  marrow,  or  that  of  a 
relative.  Now,  physicians  at  WVU 
can  perform  transplants  with 
marrow  obtained  from  unrelated 
donors  across  the  country. 

“There  are  more  than  two  million 
donors  on  the  National  Marrow 
Donor  Program  registry,”  says  Dr. 
Lynch.  “And  there’s  about  a 75 
percent  chance  of  finding  a match 
on  the  registry.” 

WVU’s  Blood  and  Marrow 
Transplant  Program  is  the  only  such 
program  in  the  state.  Since  the 
program  was  started  in  1992,  297 
transplants  have  been  performed. 
Ninety-one  percent  of  the  transplants 
performed  at  WVU  have  been  on 
individuals  who  are  West  Virginia 
residents  from  38  counties. 


Agreement  finalized 
to  join  WVUH,  UHC 

WVU  Hospitals  and  United 
Hospital  Center,  Clarksburg,  are 
now  members  of  the  new  West 
Virginia  United  Health  System. 

WVU  President  David  Hardesty 
and  UHC  Board  President  Cecil 
Jarvis  signed  closing  documents  in 
April  that  officially  joined  the  two 
hospitals.  At  the  same  time,  they 
announced  the  names  of  the  board 
of  directors  who  will  lead  the  new 
organization. 

All  regulatory  approvals  have  been 
obtained,  and  all  relevant  regulatory 
agencies  have  been  notified  of  the 
transfer  of  the  hospitals  to  the  new 
not-for-profit  corporation.  Each 
hospital  will  retain  its  own  board  for 
decisions  that  affect  only  one  facility. 

The  formation  of  a regional  health 
system  was  announced  by  the  two 
hospitals  in  August  1996.  Later  that 
year,  the  West  Virginia  Legislature 
passed  legislation  permitting  WVUH 
to  participate  in  such  a system. 

In  order  for  UHC  to  join  the 
system,  the  proposal  had  to  pass  a 
federal  anti-trust  review,  and  had  to 
be  approved  by  the  West  Virginia 
Health  Care  Cost  Review  Authority. 

The  new  West  Virginia  United 
Health  System  board  includes 
members  from  WVU,  from  the 
Clarksburg  community,  and  from 
around  the  state.  Hardesty  is  board 
chair.  Bernard  G.  Westfall  is  president 
and  CEO  of  the  system,  and  is  a 
non-voting  member  of  the  board. 

Drug  trial  underway 

The  new  drug  Cerestat  that  may 
reduce  brain  damage  from  stroke  is 
being  tested  at  WVU  for  the 
National  Stroke  Association. 

For  more  information  on  the 
study,  call  (304)  293-2367. 


Majority  of  grads 
choosing  primary  care 

More  than  two-thirds  of  the  School 
of  Medicine’s  Class  of  1997  have 
been  accepted  into  postgraduate 
training  programs  in  family  medicine, 
internal  medicine,  pediatrics,  or 
obstetrics  and  gynecology. 

The  class  had  80  grads  (including 
six  who  graduated  in  December). 

Of  these,  13  chose  family  medicine; 
13  internal  medicine;  and  11 
pediatrics.  Ten  will  combine  internal 
medicine  and  pediatrics,  and  seven 
will  study  obstetrics  and  gynecology. 

The  remaining  26  will  train  in 
specialty  programs.  The  most  popular 
medical  specialty,  selected  by  eight 
graduates,  is  emergency  medicine. 

Half  of  this  year’s  graduates  will 
enter  residency  programs  in  West 
Virginia.  The  two  largest  groups  will 
train  at  WVU  Hospitals  and  CAMC. 

Web  site  now  offered 

WVU  Hospitals  and  University 
Health  Associates  are  now  offering 
the  West  Virginia  Health  Page 
(http://www.wvhealth.wvu.edu)  on 
the  Internet.  Individuals  can  ask  the 
WVU  HealthLine  nurses  questions, 
browse  through  dozens  of  useful 
pages  on  the  site,  or  link  to  sites  all 
over  the  world  with  authoritative 
health  and  medical  news. 

WVU  will  soon  introduce  a similar 
web  site  for  physicians.  Also,  news 
releases  distributed  by  the  Robert  C. 
Byrd  HSC  are  now  available  by 
direct  electronic  mail.  There  is  no 
cost  for  the  service,  as  along  as  an 
e-mail  account  that  can  receive 
messages  is  maintained. 

To  subscribe,  send  e-mail  to: 
LISTSERV@WVNVM.WVNET.EDU 
with  the  message:  SUBSCRIBE 
HSC  NEWS 
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It’s  time  to  reform  Medicare. 


But  please... 


We  all  recognize  the  need  to  bring  Medicare  spending  under  control. 

But  what’s  the  fairest  way  to  do  it? 

Some  people  in  Congress  are  advocating  deep  cuts  in  reimbursements  to  physicians.  That’s  one 
way  to  cut  costs.  But  is  it  fair?  And,  more  importantly,  will  it  really  reform  Medicare? 

Some  very  influential  voices  in  government  and  the  press  don’t  think  so.  Here’s  a sampling 
of  what  they  say: 

Congressional  Budget  Office:  In  a 1996  report  on  deficit  reduction,  the  CBO  warned 
that  with  across-the-board  cutting  in  Medicare,  some  beneficiaries  “...might  find  that  they 
no  longer  had  access  to  some  medical  services  in  the  traditional  fee  for  service  sector .” 

The  New  York  Times:  In  an  editorial,  the  Times  criticized  policy  makers  who  “...pretend 
that  physician  reimbursements  can  he  cut  without  affecting  health  care  — as  if  both 
doctors  and  hospitals  can  be  slammed  without  hurting  anyone  except  the  providers  of  care.” 

Physician  Payment  Review  Commission:  In  its  annual  report  to  Congress,  PPRC 
said  the  current  Medicare  reimbursement  formula  for  physicians  “...will  set  increasingly 
unrealistic  target  rates  of  expenditure  growth....” 

Physician  cuts  alone  will  not  do  the  job.  And  the  cuts  that  are  currently  proposed 
would  actually  hurt  physicians  by  rolling  back  reimbursements  so  far  that  they  don’t  even 
match  inflation  growth. 

That’s  not  fair.  It’s  not  fair  to  physicians,  and  it’s  not  fair  to  patients,  who  ultimately  pay  the 
price  under  such  drastic  cuts. 

What  we  need  is  real  reform.  Real  reforms  will  offset  the  need  for  deep,  unfair  cuts  to 
physicians.  The  American  Medical  Association  has  a plan  for  reform  that  offers  fiscal  stability, 
expanded  choices  for  patients,  a new  system  of  funding  graduate  medical  education, 
and,  above  all,  fairness. 

To  learn  more  about  our  plan,  call  1-888-AMA-1997. 

TODAY’S  AMA 
Giving  Power 
Tb  Your  Voice 


Marshall  University 
School  of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


MU  again  honored  as 
primary  care  leader 

The  School  of  Medicine  in  May 
received  its  sixth  Family  Practice 
Percentage  Award.  The  award, 
presented  by  the  American 
Academy  of  Family  Physicians  at  the 
annual  meeting  of  the  Society  of 
Teachers  of  Family  Medicine  in 
Boston,  honors  the  school’s 
“outstanding  efforts  in  producing 
graduates  who  enter  the  specialty  of 
j family  practice.” 

I In  the  three  years  ending  last 

j October,  23%  of  Marshall’s  grads 

entered  ACGME-accredited  family 
! practice  residencies  upon  graduation, 

i Marshall’s  success  in  family  practice 

j is  just  part  of  the  picture:  this  year, 
71%  of  MlTs  graduating  class  will 
3 enter  residencies  in  internal  medicine, 

pediatrics  and  family  medicine  - 
3 27%  above  the  national  average.  For 

1997  grads,  14  will  enter  family 
practice,  11  pediatrics,  8 internal 
jjJ  medicine  and  2 medicine/pediatrics. 

jjJ  An  additional  three  students  are 

J entering  obstetrics/gynecology,  with 

others  entering  emergency 
medicine,  surgery,  radiology  and 
transitional  programs. 

MU  grads  matched  to  programs  in 
Clarksburg,  Wheeling,  Morgantown, 
Charleston  and  Huntington,  as  well 
as  at  Brown  University,  Bowman 
Gray/Baptist  Hospital,  University  of 
Chicago,  SUNY,  Georgetown 
University  and  others. 

For  Sarah  Bolen  of  Huntington,  a 
fourth-year  student  who  will  enter 
MU’s  accelerated  family  practice 
residency  in  July,  primary  care  was 
a natural  choice.  “It’s  what  I love  to 
do  most,  and  what  West  Virginia 
needs  most,”  she  said. 


BASF  donates  electron 
microscope  to  MU 

The  BASF  Corporation  has  given 
MU  a transmission  electron 
microscope  and  supporting 
equipment  valued  at  more  than 
$100,000. 

BASF  also  underwrote  the 
substantial  shipping  and  installation 
costs  for  the  microscope,  which  had 
been  used  at  the  company’s 
research  lab  in  Holland,  Mich., 
according  to  Howard  Aulick,  Ph.D., 
the  medical  school’s  associate  dean 
for  research.  The  new  device 
complements  two  units  already  at 
MU:  a state-of-the-art  high-resolution, 
high-magnification  electron 
microscope  at  the  School  of  Medicine 
and  a technologically  advanced 
confocal  electron  microscope  in  the 
College  of  Science. 

“When  BASF  released  the 
microscope  to  its  Huntington  plant, 
Gary  Ellis,  the  manager  of  the 
technical  development  department, 
wanted  to  use  it  to  measure  particle 
size  of  pigments,  but  knew  he  had 
neither  the  space  nor  the  expertise 
to  establish  a fully  functional  EM 
facility,”  Aulick  said.  “He  proposed 
to  develop  a joint  venture  with 
Marshall  in  which  we  received  the 
microscope  and  helped  BASF  with 
its  experimental  work.” 

Med  School  presents 
special  awards 

In  year-end  ceremonies,  the 
School  of  Medicine  presented  the 
following  awards: 

Dr.  Eileen  Catterson  of  Pineville 
was  honored  for  her  outstanding 
contributions  as  a clinical  preceptor 
through  the  Rural  Health  Education 
Partnership  program. 


Graduating  seniors  named  Dr. 
Oliver  Roth  of  the  VA  Medical 
Center  the  attending  physician  of 
the  year,  Dr.  Doug  Henson  as  the 
resident  of  the  year,  and  Pediatrics 
as  the  outstanding  clinical  department. 

Student  honors  went  to: 

Lisa  Pfitzer  who  received  the 
Bertha  and  Lake  Polan  Award  for 
maintaining  a perfect  4.0  grade 
point  average  throughout  her 
medical  education,  the  School  of 
Medicine  Alumni  Association 
Recognition  Award,  the  CIBA-Geigy 
Award,  and  the  Janet  M.  Glasgow 
Memorial  Award; 

Jeffrey  Frakes  who  received  the 
Fuller  Albright  Award  for 
endocrinology; 

Teresa  Duncan  who  was  a 
co-recipient  of  the  Thomas  G.  Folsom 
Award  for  pediatrics  and  received  a 
Janet  M.  Glasgow  Achievement 
citation; 

Mary  Marcuzzi  who  received 
the  W.  Edwin  Black  Award  for  rural 
practice; 

Joseph  Joyce  who  received  the 
Excellence  in  Emergency  Medicine 
award; 

Lori  Leaseburge  who  received 
the  Lloyd  F.  Zacharias  Award  for 
obstetrics  and  gynecology; 

Jay  Naegele  who  was  a 
co-recipient  of  the  Thomas  G. 
Folsom  Award  for  pediatrics; 

Catherine  Allman  Adkins  who 
received  a Janet  M.  Glasgow 
Achievement  Citation; 

Stacey  Knox  who  received  a 
Janet  M.  Glasgow  Achievement 
Citation; 

Trenor  Williams  who  received 
the  Student  of  the  Year  Award  from 
the  Eastern  WV  Rural  Health 
Education  Partnership  Consortium; 

Jerome  Puryear  who  received 
the  Community  Service  Project  of 
the  Year  Award  from  the  Eastern 
WV  Rural  Health  Education 
Partnership  Consortium. 
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WEST  VIRGINIA 


WALKS... 

to 

“SAVE” 

“Stop  America ’s  Violence  Everywhere  ” 


West  Virginia 

State  Medical  Association  Alliance 
Statewide  Walk  Against  Violence 
October  18, 1997 


lOlffiSE  BElYf  HERE 


West  Virginia  School 
of  Osteopathic  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  Communications,  West  Virginia 
School  of  Osteopathic  Medicine,  Lewisburg 


New  Robert  C.  Byrd 
Clinic  dedicated 


Senator  Robert  C.  Byrd  was  a 
special  guest  on  March  24  when 
WVSOM  officially  dedicated  its  new 
$4  million  primary  care  clinic  in  his 
honor. 

The  new  Robert  C.  Byrd  Clinic,  is 
a modern,  state-of-the-art 
ambulatory  care  clinic  located  on 
the  WVSOM  campus.  Senator  Byrd 
added  the  clinic  funding  to  an 
appropriations  bill  that  was  passed 
in  September  1994. 

“Community  health  centers  like 
this  one  can  provide  the  kind  of 
comprehensive,  case-managed, 
primary  care  services  that  are  so 
urgently  needed  in  underserved 
populations  in  rural  areas,”  Senator 
Byrd  said. 

“At  this  new  ambulatory,  primary 
care  clinic,  children  can  be 
vaccinated,  mothers  can  receive 
adequate  prenatal  care,  the  elderly 
can  get  advice  about  the  importance 
of  a nutritional  diet  and  regular 
exercise,  and  people  can  be  better 
educated  about  how  to  prevent 
illness  with  lifestyle  changes  and 
early  preventive  treatment,”  he  added. 


WVSOM  President  Olen  E.  Jones 
Jr.,  Ph.D.,  believes  the  new  clinic 
will  boost  WVSOM’s  already  strong 
patient  care  and  student  training 
capabilities,  as  well  as  bolster  the 
local  economy.  “The  Robert  C.  Byrd 
Clinic  will  provide  an  excellent  source 
of  health  care  for  residents  of  the 
Greeenbrier  Valley  and  surrounding 
counties,”  Dr.  Jones  said.  “In  addition, 
it  will  provide  additional  training 
opportunities  for  our  students  and 
graduates  and  better  prepare  them  to 
be  rural  physicians.” 

“The  new  clinic  also  provides  a 
shot  in  the  arm  for  our  local  economy 
and  adds  to  the  positive  economic 
impact  that  our  institution  has  on 
the  Greenbrier  Valley.” 

The  clinic  is  located  on  a 3.1  acre 
tract  of  land  on  the  northern-most 
portion  of  the  WVSOM  campus 
along  Route  219-  It  is  staffed  by 
clinical  physicians  who  also  serve  as 
instructors  for  WVSOM  students. 

WVSOM  ranked  #4  in 
percentage  of  grads 
choosing  primary  care 

While  many  med  students  spurn 
the  nation’s  rural  areas  to  pursue  a 
career  as  a specialist  in  a metropolitan 
area,  graduates  from  WVSOM 
continue  to  receive  recognition  for 
their  dedication  to  practicing 
primary  care  in  underserved  areas 
of  West  Virginia  and  Appalachia. 

In  an  article  in  the  April  issue  of 
The  New  Physician  magazine, 
WVSOM  ranks  fourth  among  134 
med  schools  nationwide  in  terms  of 
the  percentage  of  grads  who  choose 
primary  care  fields.  The  magazine’s 
‘Primary  Care  Scorecard”  measures 
the  number  of  graduates  from 
allopathic  and  osteopathic  schools 
who  choose  to  practice  in  primary 
care  fields. 


Hunt  elected  to 
leadership  role  with 
osteopathic  society 

Howard  Hunt, 
D.O.,  F.A.C.O.F.P., 
was  recently 
named  president- 
elect of  the  West 
Virginia  Society  of 
Osteopathic 
Medicine. 

Dr.  Hunt,  the 
associate  dean  for 
clinical  education 
and  a professor  of  family  practice  at 
WVSOM,  was  named  president-elect 
of  the  West  Virginia  Society  of 
Osteopathic  Medicine  at  its  annual 
meeting  in  Morgantown. 

Dr.  Hunt  is  a past  president  of 
both  the  Arizona  Osteopathic 
Medical  Association  and  the 
Missouri  Association  of  Osteopathic 
Physicians  and  Surgeons. 

Science  facility  named 
for  late  vice  president 

WVSOM  has 
named  its  science 
building  in  honor 
of  the  late 
Frederic  W.  Smith, 
who  served  as  an 
administrator  at 
WVSOM  for  many 
years. 

Smith  “Fred  meant  a 

lot  to  this  school,” 
WVSOM  president  Olen  E.  Jones  Jr., 
Ph.D.,  said.  “He  was  a valuable, 
dedicated  employee  of  WVSOM,  a 
tireless  champion  of  osteopathic 
medicine  and  a staunch  supporter 
of  our  school.  The  Fredric  W.  Smith 
Science  Building  will  be  a lasting 
tribute  to  his  memory.” 


Hunt 
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BiewMthMS, 
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George  is  working  his  way  up  the  corporate 
ladder  a little  differently.  He’s  using  a “scooter.” 
Because  George  has  multiple  sclerosis,  a chronic 
disease  of  the  central  nervous  system. 

A chemist,  George  is  not  content  to  sit  back 
and  mount  up  patents  and  industry  awards.  He 
has  earned  honors  from  almost  a dozen  state  and 
local  organizations  for  his  contnbutions  to  the 
community. 

Now,  George  develops  quality  improvement 
programs  for  his  Michigan-based  employer  and 
helps  to  integrate  other  physically  challenged 
workers  into  the  corporate  mainstream. 

While  his  physical  future  is  uncertain, 

George  is  unyielding  in  his  belief  that  someday  a 
cure  for  MS  will  be  found.  The  National  Multiple 
Sclerosis  Society  is  bnnging  that  day  closer  by 
funding  vital  research  in  genetics,  virology  and 
immunology.  To  find  out  more  about  the  Society 
and  its  services,  call  1-800-624-8236.  Help  a 
quarter  of  a million  Amencans  with  MS  help 
themselves. 

HapiJbHapOuRsav/es 


NATIONAL  MULTIPLE  SCLEROSIS  SOCIETY 

205  EAST  42  STREET  NEW  YORK  N Y 10017  5706  (212)  966  3240 


Actual  Size. 

(Yeah,  really.) 


360°  Communications 

Ask  about  our  Health  Talk  program  designed 
exclusively  for  the  West  Virginia  State  Medical  Association. 

1-800-325-5190 

4227  MacCorkle  Avenue,  Charleston,  WV  • Charleston  Town  Center,  Charleston,  WV 
3322  US  Route  60  E,  Huntington,  WV  • 403  Justice  Avenue,  Logan,  WV 
6600  Emerson  Avenue,  Parkersburg,  WV  • Grand  Central  Mall,  Parkersburg,  WV 
612  Third  Avenue,  St.  Albans,  WV  • 2401  Pennsylvania  Avenue,  Weirton,  WV 
1021  National  Road,  Wheeling,  WV 


New  Members 


We  are  pleased  to  welcome  the 
following  new  members  to  West 
Virginia  State  Medical  Association: 

Physicians 

Joseph  R.  Boudreau,  MD 
Beckley,  WV 

Steven  E.  Vess,  DO 
Ronceverte,  WV 

Scott  M.  Killmer,  MD 
Beckley,  MD 

Samer  Khaznadar,  MD 
Newell,  WV 

Javier  Calderon,  MD 
Franklin,  WV 

Florencio  P.  Nerijr.,  MD 
Princeton,  WV 

Ronn  Grandia,  MD 
Charleston,  WV 

Sachin  Dave,  MD 
Huntington,  WV 

LynnJ.  Goebel,  MD 
Huntington,  WV 

Steven  I.  Richman,  DO 
Hinton,  WV 

Frederick  W.  Barker,  MD,  FACS 
Bluefield,  WV 

Soon  OK  Chung,  MD 
Elkins,  WV 

Mario  L.  Pellizzari,  MD 
Wheeling,  WV 

Jack  F.  Shamblin  III,  MD 
Martinsburg,  WV 

Satish  Menon,  DO 
Martinsburg,  WV 

Dimitri  Misailidis,  MD 
Martinsburg,  WV 

William  F.  Ryckman,  MD 
Williamson,  WV 

Sam  H.  Hessami,  MD 
Wheeling,  WV 


Residents 


Roger  D.  Gallant,  MD 
Morgantown,  WV 

David  J.  Currence,  MD 
Morgantown,  WV 

Joseph  DeBord,  MD 
Morgantown,  WV 

Paul  J.  Megehee,  DO 
Huntington,  WV 

Lora  L.  Westfall,  MD 
Parkersburg,  WV 

Michael  Beane,  MD 
Wheeling,  WV 

Terrance  E.  Donnal,  MD 
Wheeling,  WV 

Eric  C.  Mollgaard,  MD 
Triadelphia,  WV 

Anjan  R.  Parghi,  MD 
Wheeling,  WV 

Deborah  Lilly  Weddington,  MD 
St.  Clairsville,  OH 

Troy  W.  Balgo,  MD 
St.  Clairsville,  OH 

Frederick  B.  Brautigan,  MD 
McMechen,  WV 

Mehiar  O.  Elhamdani,  MD 
Barboursville,  WV 

Medical  Students 

WV  School  of  Osteopathic  Medicine 
Melissa  A.  Muovich 
Kenneth  M.  McDowell 
Christopher  J.  Edmands 
April  M.  Labbe 
Scott  T.  Fleming 
Angela  L.  Carico 
John  M.  Caroline 


Mark  A.  Hill 
Maria  N.  Tranto 
Kim  D.  Bennett 
Sandra  M.  Shumate 
Eric  S.  Samson 
Amy  M.  D voi  ce  k 
Joseph  D.  Horner 
Daniel  T.  Black 
Erica  D.  Barringer 
Timothy  J.  York 
Sophia  A.  Simms 
Bill  M.  Apostolon 
Kara  A.  O’Karma 
John  P.  Martin 
Sheldon  R.  Karp 
Deidre  E.  Parsley 
Christopher  D.  Beckett 
Michael  J.  Vandegrift 
Thomas  M.  Shackleford 
Thirston  S.  Phillips  Jr. 
James  W.  Warren  Jr. 
Sam  S.  Bang 
Tabitha  D.  Danley 
Brett  A.  Faulknier 
Simrit  K.  Bhullar 
Daniel  R.  Reed 
Darla  J.  Boone 
Caren  L.  Thompson 
Bradley  J.  Goad 
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WESPAC  Members 


We  would  like  to  thank  the 
following  physicians  and 
Alliance  members  for  their 
contributions  to  WESPAC: 

(This  list  includes  contributors 
since  the  Sept./Oct.  Journal .) 

Physicians 

A Dollar  A Day  Club  - $365 

Eastern  Panhandle 

James  D.  Helsey,  MD 

Fayette 

Sam  Davis,  MD 

Harrison 

Douglas  E.  McKinney,  MD 
Carlos  A.  Naranjo,  MD 

Kanawha 

Ronald  E.  Cordell,  MD 

Wood 

Frederick  David  Gillespie,  MD 

Extra-miter  members  - $1 50 

Eastern  Panhandle 

Colin  T.  Losso,  MD 
D.  Ewell  Hendricks,  MD 

Kanawha 

Cecilio  V.  Delgra,  MD 
William  G.  Sale,  MD 

Mineral 

Carl  A.  Liebig,  MD 

Monongalia 

Roger  A.  Abrahams,  MD 

Ohio 

William  E.  Noble  II,  MD 

Parkersburg  Academy 

Charles  F.  Whitaker  III,  MD 
Scott  H.  Strickler,  MD 

Raleigh 

M.K.  Hasan,  MD 


Sustainer  Members  - $100 

Eastern  Panhandle 

Edward  P.  Quarantillo  Jr.,  MD 
Colin  T.  Iosso,  MD 
Dr.  Vigilio  M.  Tan,  MD 

Hancock 

Gary  A.  Hanson,  MD 

Harrison 

Frank  Domkoski,  MD 
David  E.  Hess,  MD 

Kanawha 

Robert  T.  Westmoreland,  MD 
Joseph  L.  Skeens,  MD 

L.  Blair  Thrush,  MD 

Marion 

Aristotle  A.  Rabanal,  MD 

Mercer 

M.  Kuppusami,  MD 

Mineral 

Carl  A.  Liebig,  MD 

Monongalia 

Robert  A.  Gustafson,  MD 

Ohio 

Donna  L.  Niess,  MD 
Dennis  R.  Niess,  MD 

Parkersburg  Academy 

Bill  Atkinson,  MD 
Michael  A.  Santer  Jr.,  MD 

Raleigh 

Johnny  Dy,  MD 
Wallace  D.  Johnson,  MD 

Upshur 

John  Mathias,  MD 

Regular  Members  - $50 
Cabell 

William  J.  Kopp,  MD 

Grant 

Patsy  P.  Cipoletti  Jr.,  MD 


Kanawha 

Stephen  P.  Cassis,  MD 
Thomas  W.  Poland,  MD 
Richard  H.  Sibley,  MD 
John  W.  Byrd,  MD 
Johnsey  Leef  III,  MD 

Lewis 

Charles  T.  Lively,  MD 

Monongalia 

Richard  J.  Stadtmiller,  MD 
C.  Andrew  Heiskell,  MD 

Ohio 

Robert  A.  Caveney,  MD 
Howard  Neiberg,  MD 

Parkersburg 

Dorai  T.  Rajan,  MD 
L.  R.  Auvil,  MD 

Preston 

Timothy  C.  Miller,  MD 

Raleigh 

Raquel  S.  Israel,  MD 

Alliance  Members 

A Dollar  A Day  Club  - $365 

Kanawha 

Joann  M.  Cordell 

Extra-miler  members  - $150 

Harrison 

Sue  McKinney 

Kanawha 

Jeannie  L.  Minardi 
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Obituaries 


Russell  R.  Brandon,  M.D. 

Dr.  Russell  R.  Brandon,  76,  of  Huntington,  died  March 
15  at  his  residence. 

Dr.  Russell  received  his  A.B.  degree  from  Johns 
Hopkins  University  and  his  M.D.  degree  from  the  Johns 
Hopkins  Medical  School  in  1947.  He  interned  at  Johns 
Hopkins  in  internal  medicine  and  then  completed  his 
residency  in  internal  medicine  at  Ft.  Howard  VA 
Hospital  in  1951. 

From  1951-54,  Dr.  Russell  was  in  private  practice  in 
Baltimore  and  he  completed  postgraduate  studies  at 
Johns  Hopkins  Allergy  Department.  He  then  began 
serving  in  the  U.S.  Army  in  WWII  and  was  a lieutentant 
commander  in  the  U.S.  Navy  at  the  Bethesda  Naval 
Hospital  from  August  1954  to  August  1956. 

During  his  career,  Dr.  Brandon  was  chief  medical 
examiner/medical  director  for  the  Chesapeake  & Ohio 
Railroad  for  10  years  and  had  a private  allergy  practice 
in  Huntington  and  Chesapeake,  Ohio  for  32  years.  He 
retired  September  1988. 

A member  of  the  WVSMA  and  the  Cabell  County 
Medical  Society,  Dr.  Brandon  was  a Kentucky  Colonel. 

Survivors  include  his  wife  of  57  years,  Dorothy 
Ramey  Brandon;  and  four  children,  Ronald  R.  Brandon 
of  Beavercreek,  Ohio,  Pamela  Brandon  McComas  of 
Mason,  Ohio,  Wayne  R.  Brandon  of  Murfreesboro, 

Tenn.,  and  Lucinda  Brandon  Norton  Jefferson  of 
Simpsonville,  S.C.  The  surviviing  grandchildren  are 
Ronald  Chetwin  Brandon  of  Marietta,  Ohio,;  Nancy 
Brandon  Johnson  of  Huntington;  Dianna  Brandon  of 
Tipp  City,  Ohio;  Rennit  L.  McComas  of  Miami,  Fla.; 
Lorissa  D.  McComas  of  L.A.;  David,  Mary  Elizabeth, 

Mary  Anna,  Mary  Sarah,  Joshua  and  Michael  Brandon, 
all  of  Murphreesboro,  Tenn.;  and  Camille  and  Candice 
Norton  and  Olivia  Jefferson,  all  of  Simpsonville,  S.C. 

Donations  may  be  made  to  The  Marshall  University 
Foundation,  Inc.  for  the  School  of  Medicine,  1801  6th 
Ave.  or  the  St.  John’s  Episcopal  Church  Building  Fund. 


George  P.  Heffner,  M.D. 

Dr.  George  P.  Heffner,  88,  who  founded  Camp  Kno- 
Koma,  West  Virginia’s  camp  for  children  with  diabetes, 
died  February  16. 

A graduate  of  Harvard  University  and  Harvard 
Medical  School,  Dr.  Heffner  practiced  internal  medicine 
and  endocrinology  in  Charleston  from  1938  to  1963, 
when  he  moved  to  Florida  where  he  was  in  practice 
until  his  retirement  in  1993- 


Dr.  Heffner  was  a former  assistant  in  medicine  and 
later  clinical  professor  of  medicine  in  the  University  of 
Miami  School  of  Medicine’s  Department  of 
Endocrinology.  He  established  the  Charles  A.  Conway 
Diabetes  Nurse  Teaching  Center  at  Fort  Lauderdale. 

A member  of  and  former  board  member  of  the 
American  Diabetes  Association,  Dr.  Heffner  was  the 
founder  and  first  president  ofthe  West  Virginia  Diabetes 
Association,  and  also  the  founder  and  medical  director 
of  Camp  Kno-Koma.  A member  of  the  WVSMA  since 
1937,  Dr.  was  also  a member  of  Kanawha  Medical 
Society,  as  well  as  state  and  local  medical  societies  in 
Florida.  He  was  an  honorary  life  member  of  the  Florida 
affiliate  of  the  American  Diabetes  Association,  and 
recipient  of  the  Pfizer  Award  through  the  American 
Diabetes  Association  for  “outstanding  contributions  to 
clinical  medicine  in  diabetes.” 

Surviving:  companion,  Marianne  Scoca;  daughters, 
Carol  Trail  and  Mary  Kay  Allen,  both  of  Stone  Mountain, 
Ga.;  sister,  Carrie  Todd;  brothers,  James  and  Frank; 
seven  grandchildren;  one  great-grandchild. 

Donations  can  be  made  to  the  American  Diabetes 
Association  for  research,  South  Flordia  Chapter,  8405 
NW  53rd  St.,  Miami,  Fla.  33126. 

Robert  Ray  Rector,  M.D. 

Dr.  Robert  Ray  Rector,  M.D.,  76,  of  Elkins,  died 
March  9 at  Davis  Memorial  Hospital  in  Elkins. 

A native  of  Berkeley  Springs,  Dr.  Rector  attended 
Davis  Davis  and  Elkins  College  and  West  Virginia 
University,  and  received  his  M.D.  degree  from  the 
Medical  College  of  Virginia  in  1945.  He  interned  at 
Doctors  Hospital  in  Washington,  D.C.,  and  then  served 
as  a captain  in  the  U.S.  Army.  Following  his  military 
service,  Dr.  Rector  completed  residencies  at  Garfield 
Memorial  Hospital  in  Washington,  D.C.,  and  the  VA 
Hospital  in  Fort  Howard,  Md. 

Dr.  Rector  practiced  surgery  at  the  VA  Hospital  in 
Roanoake,  Va.,  for  three  years  and  then  moved  to  Elkins 
in  1955  where  he  joined  the  medical  staff  at  Davis 
Memorial  Hospital.  He  served  as  president  of  the  staff 
and  practiced  general  surgery  until  his  retirement  in  1986. 

A WVSMA  member  since  1955,  Dr.  Rector  served  on 
Council  and  was  former  president  and  member  of  the 
Tri-County  Medical  Association,  which  is  now  Tygarts 
Valley  Medical  Society.  In  addition,  Dr.  Rector  was  a 
member  of  the  AMA  and  an  active  alumnus  of  Davis 
and  Elkins  College,  where  he  served  nine  years  as  a 
member  of  the  board  of  tmstees. 
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Dr.  Rector  was  a member  and  elder  of  Davis 
Memorial  Presbyterian  Church,  serving  on  various 
church  committees;  a member  of  the  board  of  directors 
of  Elkins-Randolph  County  YMCA;  and  the  board  of 
directors  of  Randolph  County  affiliate  of  Habitat  for 
Humanity. 

Surviving:  wife,  Norma  Jean  Townsend  Rector; 
daughters,  Jane  Bennett  of  Aiken,  S.C.;  Sue  Young  of 
Richmond,  Va.;  Dr.  Evelyn  Banks  of  Roanoke,  Va.; 
brother,  James  M.  Rector  of  Charleston;  four 
grandchildren;  two  step-grandchildren. 

Memorial  contributions  can  be  made  to  Davis  and 
Elkins  College,  100  Campus  Drive,  Elkins,  WV  26241;  or 
Davis  Memorial  Presbyterian  Church,  450  Randolph 
Ave.,  Elkins,  WV  26241;  or  Elkins-Randolph  YMCA, 

400  Davis  Ave.,  Elkins,  WV  26241;  or  a charity  of  choice. 

Michael  M.  Stump,  M.D. 

Dr.  Michael  M.  Stump,  who 
served  as  president  of  the 
WVSMA  from  1990-991,  died 
at  his  home  in  Elkins  on 
March  17. 

Dr.  Stump  was  born  in 
Philippi  and  graduated  from 
the  University  of  Arkansas 
School  of  Medicine  in  1948. 

He  interned  at  Ohio  Valley 
General  Hospital. 

From  1949-1952,  Dr.  Stump 
was  in  general  practice  in 
Philippi.  He  then  served  as  a 
wing  flight  surgeon  with  the  U.S.  Air  Force  in  Su  Wan, 
Korea,  and  was  awarded  the  Soldier’s  Medal  for  heroism 
for  his  rescue  work  following  a train  derailment  at  Osan, 
Korea  on  January  31,  1954. 

Following  his  military  service,  Dr.  Stump  practiced  in 
Phillippi  and  Ceredo  from  1954-1960,  and  then 
completed  a residency  in  pathology  at  Baylor  University 
Affiliated  Hospital  in  Houston.  In  1964,  Dr.  Stump 
became  an  associate  pathologist  at  Baronness  Erlanger 
Hospital  in  Chattanooga,  Term.  Two  years  later,  Dr. 
Stump  relocated  to  Minot,  N.D.,  where  he  worked  as  a 
pathologist  and  director  of  laboratories  for  Trinity 
Hospital  and  served  as  an  affiliate  professor  of  medical 
terminology  at  Minot  State  College. 

From  1971-1975,  Dr.  Stump  held  pathology  posts  at 
hospitals  in  Arlington,  Texas,  and  in  1976,  he  returned 
to  West  Virginia  to  accept  the  role  of  pathologist  and 
director  of  laboratories  for  Memorial  General  Hospital 
Association  in  Elkins.  During  the  10  years  he  worked  at 
Memorial  General,  he  also  was  the  director  of  the 
hospital’s  School  of  Medical  Technology  and  chairman 
of  the  board  of  the  Family  Health  Service,  Inc.  Since 
1986,  he  had  been  the  pathologist  and  director  of 
laboratories  for  Davis  Memorial  Hospital. 


In  addition  to  being  a past  president  of  the  WVSMA, 
Dr.  Stump  was  a former  president  of  the  Tygart  Valley 
Medical  Association  and  the  West  Virginia  Association  of 
Pathologists.  He  also  served  as  a member  of  the 
Governor’s  Task  Force  on  AIDS. 

A diplomate  of  the  American  Board  of  Pathology  in 
Anatomic  and  Clinical  Pathology  and  the  American 
Board  of  Quality  Assurance  and  Utilization  Review 
Physicians,  Dr.  Stump  was  a charter  member  of  the 
American  College  of  Nuclear  Medicine  and  a life  fellow 
of  the  American  College  of  Pathologists  and  the 
American  Society  of  Clinical  Pathologists. 

Surviving  are  his  wife,  Priscilla  Connell  Davis;  five 
children,  Lorentz  Stump,  Mrs.  John  W.  (Michelle) 
McConnell,  Mrs.  Glen  (Dr.  Margaret)  Ellis,  Karl  Stump 
and  Laurie  Marie  Stump;  and  one  stepson,  James  Brady 
Davis. 
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Guidelines  For  Submitting  Manuscripts 


All  scientific  and  special  articles  being  submitted  to  the 
West  Virginia  Medical  Journal  must  be  created  on  an  IBM 
compatible  disc  in  Wordperfect  6.1  or  earlier  versions,  or  in 
ASCII.  If  the  manuscript  contains  tables,  the  main  body  of 
the  manuscript  and  references  should  be  saved  as  one 
item,  i.e.,  article , and  then  each  table  should  also  be  saved 
as  a separate  item,  i.e.,  Table  1,  Table  2. 

All  scientific  manuscripts  should  be  prepared  in 
accordance  with  “Uniform  Requirements  for  Manuscripts 
Submitted  to  Biomedical  Journals.  ” Papers  will  not  be 
considered  for  publication  if  they  have  already  been 
reported  in  a published  paper  or  are  described  in  a 
manuscript  submitted  or  accepted  for  publication 
elsewhere.  They  should  be  accompanied  by  one  extra  copy, 
be  double-spaced,  and  have  page  numbers  on  every  page. 

All  scientific  manuscripts  should  include: 

1.  Title  page. 

2.  An  abstract  of  no  more  than  150  words. 

3.  Text. 

4.  Acknowledgements. 

5.  References  in  parentheses  numbered  consecutively. 

No  more  than  10  references  will  be  published  and 
then  a statement  will  appear  stating  that  the  author 
should  be  contacted  for  the  other  references  given  in 
the  article. 


All  persons  designated  as  authors  should  qualify  for 
authorship.  Each  author  should  have  participated  enough 
in  the  work  to  take  public  responsibility  for  the  concept. 

Where  reference  is  made  to  generically-designated  drugs, 
the  first  such  reference  must  be  followed  by  parentheses 
containing  its  most  commonly  known  trade  name. 

Tables,  figures  and  photos  should  be  numbered,  and 
indicated  with  parentheses  whenever  they  are  mentioned 
in  the  text,  i.e.  (Table  1),  (Figure  1).  Photos  must  be 
unmounted  glossy  prints  in  a 5 in.  x 7 in.  format  or  smaller. 
Black  and  white  photos  are  preferred.  Cost  of  printing 
photos  in  excess  of  four  will  be  billed  to  the  author  at  a 
cost  of  $13  for  each  photo.  Each  photo  should  have  a label 
pasted  on  its  back  indicating  its  number,  the  author’s  name 
and  an  indication  of  its  “top.”  Do  not  write  on  the  back  of 
photos,  scratch  or  mar  them  with  paper  clips,  or  mount 
them  on  cardboard.  Drawings  and  charts  should  be  created 
in  solid  black  or  pure  white. 

All  scientific  material  is  reviewed  by  the  Publication 
Committee  and  should  be  sent  to  The  Editor,  West  Virginia 
Medical  Journal,  P.O.  Box  4106,  Charleston,  WV  25364. 
Special  articles,  guest  editorials  and  articles  for  “Medical 
Musings” are  generally  reviewed  by  the  editor  only  and 
should  also  be  mailed  to  this  same  address. 
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Insurance  experts  with  The  PT-E  Mutual  constantly  monitor  changes  in  healthcare  and  respond  to  new 
risks  with  new  insurance  solutions.  Our  reinsurance  program,  unmatched  in  the  industry,  enables  us  to  provide  high 
levels  of  coverage  with  unparalleled  security. 

We  make  sure  your  practice  — and  your  reputation  — are  guarded  at  every  point  of  vulnerability. 

So,  if  you  ever  fall,  you  won't  get  hurt. 

Call  1-800-228-2335  for  the  name  of  a representative. 


THE  P*I«E  MUTUAL  INSURANCE  COMPANY 


North  Point  Tower  • 1001  Lakeside  Avenue 
Cleveland,  Ohio  44114 


Defending  your  reputation  is  our  reputation 
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HEALTH  SCIENCES  LIBRARY 
UNIVERSITY  OF  MARYLAND.  AT 
BALTIMORE 


Volume  93  No.  4 


July  /August  1997 


Continuing 

Medical 

Education 


Seminars 


12th  Annual  Trauma  Conference 

September  12, 1997 
Robert  C.  Byrd  Health  Sciences 
Center  of  West  Virginia  University/ 
Charleston  Division  - Auditorium 
Featured  Speakers: 

James  Kessel,  MD 
Frederic  Pollock,  MD 
Bryan  Richmond,  MD 
Michael  O'Neil,  PharmD 
Joseph  Skeens,  MDT 
Mark  Reynolds,  MD 
Todd  Witsberger,  MD 
John  DeLuca,  MD 
Robert  Crisalli,  MD 
Lawrence  Wyner,  MD 
Thomas  Scalea,  MD 
David  Denning,  MD 


Teleconferences 


Current  Therapies  in  Epilepsy 

September  4, 1997 
Noon  to  1:00  p.m. 

Featured  Speaker: 

Kiren  Kresa-Reahl,  MD 

Neonatal  Viral  Infections 

September  18, 1997 
Noon  to  1:00  p.m. 

Featured  Speaker: 

Jayesh  B.  Shah,  MD 


Workshops 


12-Lead  ECG  Interpretation 

August  21  and  22, 1997 
Lewisburg,  WV 

Featured  Speaker: 

Vernon  Stanley,  MD 

Medical  Ethics  Certificate  Program 

August  13, 1997 
Tamarack,  Beckley,  WV 

Featured  Speaker: 

Robert  T.  Hall,  PhD 


The  Camcare  Health  Education  and  Research  Institute  is  a Camcare 
organization  dedicated  to  improving  health  through  research, 
education  and  community  health  development  The  Education 
Division  offers  live  conferences , seminars,  workshops,  teleconferences, 
and  on-site  programs. 

The  Camcare  Health  Education  and  Research  Institute's  CME 
program  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  to  sponsor  continuing  medical  education  for 
physicians.  For  more  information  on  these  and  future  programs 
provided  by  the  Camcare  Health  Education  and  Research  Institute, 
please  call  (304)  348-9581. 


On-Site  Continuing  Education  Outreach  Programs 


Current  Treatment  of  Multiple  Sclerosis 

Montgomery  General  Hospital,  Montgomery,  WV 

Kiren  Kresa-Reahl,  MD 

Wednesday,  August  6, 1997  — 12:30  p.m. 

Pathogenesis  & Current  Treatment  of  Migraines 

Logan  General  Hospital,  Logan,  WV 

Kris  G.  Murthy,  MD 

Friday,  August  15, 1997  — Noon 

ManARH,  Man,WV 
Kris  G.  Murthy,  MD 

Wednesday,  September  17, 1997  — 6:00  p.m. 

Pediatric  Immunization 

Roane  General  Hospital,  Spencer,  WV 
Raheel  Khan,  MD 

Tuesday,  August  19, 1997  — 6:30  p.m. 

Management  of  Common  Sports  Injuries 

ManARH,  Man,  WV 

CAMC  Sports  Medicine  Center 

Wednesday,  August  20, 1997  — 6:00  p.m. 

Update  on  Allergy  Treatment 

Pleasant  Valley  Hospital,  Pt.  Pleasant,  WV 
James  Clark,  MD 

Thursday,  August  28, 1997  — Noon 

Pathogenesis  & Current  Treatment  of  Migraines 

Montgomery  General  Hospital,  Montgomery,  WV 
Kris  G.  Murthy,  MD 

Wednesday,  September  3, 1997  — 12:30  p.m. 

Von  Willenbrand  Disease  & Work-Up  of  Bleeding  Disorders 

Fayette  County  Medical  Society,  Montgomery,  WV 

Elizabeth  Kurozynski,  MD 

Wednesday,  September  3, 1997  — 6:00  p.m. 
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Is  patient  care  suffering? 


One  of  the  mantras  of  the 
“new  world  order”  of 
health  care  has  been  the 
statement  that  these  systems  are 
taking  the  fat  out  of  the  health  care 
dollar.  The  organizations  that  are 
now  controlling  ever  larger  portions 
of  health  care  delivery  have  touted 
the  multi-year  slowing  of  premium 
increases  for  health  insurance  in  the 
1990s.  However,  this  may  be  only  a 
one-time  savings  of  1 0%- 1 5%  during 
the  shift  of  employees  from 
fee-for-service  to  managed  care 
coverage. 

In  a working  paper  from  the 
National  Bureau  of  Economic 
Research  in  January  1997,  Krueger 
and  Levy  concluded  that  “employer 
costs  have  decreased  primarily  as  a 
result  of  a steady  decrease  in  the 
fraction  of  workers  with  coverage 
and  a large  decrease  in  the  rate  of 
growth  of  insurance  premiums.  We 
conclude  that  the  shift  to  managed 
care  does  not  appear  to  be  directly 
responsible  for  significant  cost 
savings  because  managed  care 
premiums  are  almost  as  high  as 
those  for  fee-for-service  plans.” 
Indeed,  if  you  look  at  the  salaries 
paid  to  the  CEOs  of  managed  care 
companies  and  the  stock  dividends 
paid  to  shareholders,  you  can  see 
that  no  health  care  dollars  are  being 
saved,  only  shifted  away  from  those 
providing  the  care  to  the  owners 
and  shareholders  of  these  entities. 

But  are  patients  getting  better  care 
in  exchange  for  allowing  their  care 
to  be  managed  by  these 
organizations?  Quite  often  the 
patient  loses  the  right  to  choose  his 
or  her  physician  or  even  whether 
the  location  of  the  physician’s  office 
is  convenient  for  the  patient.  Certain 
diagnostic  exams  or  therapeutic 
treatments  may  not  be  available  to 
patients  in  some  managed  care  plans. 


We  are  well  aware  of  these 
restrictions  because  of  the  attention 
the  media  has  given  them,  but  I 
don’t  believe  we  have  stopped  to 
think  of  the  more  insidious  changes 
occurring  in  medicine.  Equipment 
in  our  clinics  and  hospitals  is  not 
getting  updated  or  replaced  in  a 
timely  manner.  We  are  having  to 
perform  exams  and  procedures  on 
our  patients  using  outdated 
equipment.  Service  contracts  on 
equipment  are  being  curtailed  or 
dropped,  which  in  the  long  run  will 
affect  the  reliability  of  the  equipment 
and  may  increase  the  downtime  so 
that  a test  may  not  be  available 
when  a patient  needs  it.  Staffs  are 
being  “downsized,”  a euphemism  for 
asking  fewer  workers  to  do  more 
work,  yet  with  no  mistakes. 

Most  managed  care  companies 
feel  no  need  to  fund  medical 
education.  The  managed  care 
entities  are  not  funding  medical 
research  and  often  discourage 
research  because  it  means  that  a 
physician  is  less  efficient.  Physicians 


must  see  more  patients  each  day, 
therefore  they  are  spending  less 
time  with  each  individual  patient, 
all  in  the  name  of  productivity. 

So,  does  any  of  this  translate  into 
better  care  for  our  patients?  I think 
not.  In  fact,  it  bodes  ill  for  the  future 
of  the  medical  profession  and  more 
personally,  for  each  of  us  as  we 
approach  the  age  when  we  will  be 
the  recipients  of  the  medical  care 
that  is  given.  We  can  get  a glimpse 
of  that  future  by  looking  to  the 
north  to  Canada,  where  government 
rationing,  as  opposed  to  our  private 
corporate  rationing  has  resulted  in 
old,  outdated  equipment  and  long 
waiting  times  for  surgery.  The  idea 
that  medicine  can  be  configured 
into  a “mass-production  medical 
assembly  line”  where  “profits  are 
king”  is  a frightening  vision.  ( Please 
see  The  Wall  Street  Journal  article 
reprinted  on  page  1 72.) 

What  must  we  do?  Physicians 
must  continue  to  be  our  patients’ 
best  advocate.  Quite  often  we  are 
our  patient’s  only  advocate  today. 
We  must  hold  to  the  high  moral  and 
ethical  standards  of  our  profession, 
no  matter  what.  Our  medical  code 
of  ethics,  according  to  Dr.  Edmund 
Pellegrino,  is  the  moral  compass 
that  “tells  us  that  healing  can  never 
be  a business,  health  a commodity, 
or  the  relationship  a contract. . .{It}  is 
our  guide  to  the  resolution  of 
conflicts  of  loyalty,  moral 
complicity,  violations  of  informed 
consent,  and  confidentiality 
inherent  in  certain  forms  of 
managed  care.”  Physicians  are 
uniquely  trained  to  care  for  both 
the  physical  and  emotional  needs  of 
our  patients.  We  must  uphold  the 
responsibilities  of  our  profession. 

Ronald  E.  Cordell,  M.D.,  F.A.C.R. 
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Editorial 


Our  HMO  view 


Some,  physicians  and  patients 
alike,  ask  why  we  carry  on 
such  a vendetta  against  HMOs. 
Vendetta  is  a rather  harsh  word  and 
somewhat  imprecise  in  regard  to 
our  attitude  toward  HMOs.  We  don’t 
really  imagine  that  we  can  destroy 
them  or  their  method  of  providing 
health  care  services,  but  it  is  certainly 
true  that  we  do  not  like  them  at  all. 

Over  a period  of  years,  during 
which  HMOs  have  been  developing 
their  form  and  financing,  we  have 
had  occasion  to  question  the  quality 
of  care  these  organizations  are 
capable  of  supplying.  In  recent 
years,  we  have  come  to  question 
even  the  intention  of  their  sales 
people  and  merchandisers  to  fulfill 
the  rosy  promises  of  care  their 
organizations  plan  to  supply.  This, 
of  course,  is  sometimes  called  fraud. 
It  is  certainly  plain  that  their 
subscribers  are  led  to  expect  far 
more  in  benefits  than  they  will  ever 
get.  It  is  also  quite  true  that 
subscribers  find  HMO  plans  very 
satisfactory  until  they  or  members  of 
their  family  become  sick.  Then  the 
awful  truth  sinks  in  - - they  do  not 
have  what  they  thought  they  had. 

Publications  writing  about  medical 
care  finances  say  ambiguously,  as 
one  did  recently,  “The  cost  of 
providing  health  benefits  under 
HMOs  declined  by  2.2  percent  in 
1996.”  Another  way  of  saying  this 
would  be  to  state,  “HMOs  provided 
2.2  percent  fewer  health  care 


benefits  to  their  subscribers  in 
1996.”  If  they  chose  to,  they  could 
have  made  that  figure  10  percent  or 
whatever  percentage  they  might 
have  required  to  make  their  books 
look  good  and  to  show  a profit. 
They  might  very  well  do  that  this 
year  or  the  next.  It  is  not  at  all 
difficult  if  those  they  hire  to  do  the 
reviewing  have  no  regard  for  the 
pain,  suffering  and  misery 
experienced  by  patients.  But,  of 
course,  to  them  people  are  not 
patients,  they  are  just  subscribers. 

We  particularly  dislike  the  pain, 
suffering  and  misery  they  inflict  on 
physicians  in  the  process  of  denying 
care  to  our  patients.  They  bring 
about  their  happy  financial  reports 
by  leaning  heavily  on  doctors  to 
curtail  and  limit  the  services  to  be 
provided  under  the  HMO  plan. 

They  do  this  with  a system  which 
subjects  physicians  to  severe  fines  if 
the  cost  of  the  care  they  are  found 
to  give  exceeds  what  the  plan 
arbitrarily  sets  as  a limit.  This  is  the 
stick  they  use  on  doctors.  The 
carrot  is  a system  of  bonuses 
awarded  if  the  doctor’s  cost  of  care 
is  found  to  be  beneath  those 
arbitrary  limits. 

What  we  most  object  to  in  the 
HMO  mode  of  practice  is  the 
deliberate  attempt  at  corrupting  the 
doctor  in  this  manner.  Medicine  in 
the  past  has  been  known  as  an 
honorable,  near  sacred  profession 
by  our  patients.  Corrupted,  the 


profession’s  honor,  reputation  and 
subsequent  regard  are  in  terrible 
jeopardy.  Medicine  has  risen  and 
thrived  with  that  regard  unblemished 
in  the  past.  Are  we  to  let  these 
hucksters  destroy  what  has  made 
Medicine  of  such  value  to  patients 
and  so  ultimately  satisfying  to 
doctors  in  the  past? 

Some  physicians,  it  is  true,  have 
erroneously  bought  the  idea  that  it 
is  a service  to  the  general  population 
to  give  mediocre  medical  care  to  the 
masses  rather  than  to  persist  in  our 
hallowed  tradition  of  responsibility 
to  individual  patients  by 
recommending  and  providing  the 
ultimate  in  medical  services  to  them. 
It  is  this  service  that  created  the  trust 
we  still  trade  on. 

The  penetration  and  success  of 
HMOs  in  West  Virginia  is  tiny 
compared  to  most  other  states.  West 
Virginia  doctors  are  to  be 
commended  for  continuing  to  resist 
the  intrusive  thrusts  of  HMOs  in  our 
state.  We  intend  to  continue  our 
unrelentingly  efforts  to  inform 
WVSMA  members  and  any  other 
interested  parties  of  the  duplicities 
we  observe  in  HMOs,  the  risks  of 
practicing  under  their  banner  and 
the  hazard  to  the  health  of  their 
subscribers,  our  patients. 

Stephen  D.  Ward,  M.D. 
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Special  Article 


What’s  happened  to  the  healing  process? 


ROBERT M.  GOLDBERG 

Senior  Research  Fellow,  Center  for 
Neuroscience,  Medical  Progress  and 
Society,  George  Washington  University, 
Washington,  D.C. 

Reprinted  with  permission  from  The 
Wall  Street  Journal. 

A stick  ripped  through  nine-year-old 
Steven  Olsen’s  cheek  and  lodged  at 
the  base  of  his  brain.  But  Steven 
was  not  rushed  to  the  nearest 
hospital.  Instead  — following  the 
instructions  of  his  parents’  health 
plan  — they  called  a toll-free  number 
for  permission  to  go  to  a hospital  of 
the  insurer’s  choice.  Ten  hours  later, 
surgeons  removed  the  stick  and 
mended  the  gash.  Days  later  Steven 
was  still  feeling  ill.  Was  his  injury 
the  cause?  asked  his  parents. 
Shouldn’t  we  get  an  MRI?  No,  said  the 
managed-care  gatekeeper,  it’s  the 
flu:  Give  Steven  some  Advil  and  wait. 

Two  more  days,  and  Steven’s 
head  was  throbbing.  His  parents 
took  him  to  the  hospital.  Twice  they 
asked  doctors  if  the  injury  had 
anything  to  do  with  the  pain  and 
whether  he  should  get  a brain  scan. 
Twice  they  were  told  he  had  some 
form  of  meningitis.  Steven  was  sent 
home  after  a day,  still  in  pain. 

Steven’s  condition  kept  getting 
worse.  Finally,  weeks  later,  he  got  a 
brain  scan.  It  showed  an  abscess  in 
his  brain,  caused  by  the  stick,  which 
was  including  seizures  — hence  the 
pain.  Because  he  had  been  left 
untreated,  Steven  went  blind  and 
developed  cerebral  palsy.  His 
intellectual  development  is  now 
stunted.  His  parents  found  out  that 
their  health  plan  knew  all  along  about 
the  possibility  of  a brain  abscess,  even 
as  it  was  forbidding  Steven  to  get  an 
$800  scan  or  see  a neurologist. 


Delivering  ‘Inputs’ 

Steven  Olsen  is  a victim  of  the  slow 
death  of  the  doctor-patient 
relationship,  at  the  hands  of  both 
corporate  and  government 
bureaucracies.  Of  course  doctors  still 
see  patients,  make  diagnoses,  write 
prescriptions  and  perform  surgery.  But 
increasingly  they  are  losing  authority 
over  their  patients’  care.  Instead,  they 
are  expected  to  deliver  medical 
“inputs”  according  to  organizational 
directives.  Those  who  resist  are  treated 
as  uncooperative  employees.  Is  it  any 
wonder  that  Texas  recently  passed 
legislation  allowing  patients  to  sue 
health-maintenance  organizations  for 
malpractice?  Or  that  an  increasing 
number  of  doctors  are  joining  labor 
unions? 


An  HMO  executive,  quoted  last 
September  in  the  Business  Record  of 
Des  Moines,  Iowa,  summed  up  the 
industry’s  approach  chillingly:  “We 
see  people  as  numbers,  not  patients. 
It’s  easier  to  make  a decision.  Just 
like  Ford,  we’re  a mass-production 
medical  assembly  line,  and  there  is 
no  room  for  the  human  equation  in 
our  bottom  line.  Profits  are  king.” 
That  comparison  insults  Ford,  a 
company  that  has  become  focused 
on  customer  satisfaction.  Indeed, 


any  company  in  any  industry  would 
go  bankrupt  if  they  had  the 
take-it-or-leave  attitude  of  most 
managed-care  organizations,  with 
their  gatekeepers  and  indifferent 
“benefits  managers”  who  often 
stumble  over  the  pronunciation  of 
medical  procedures. 

Health  plans  are  not  directly 
accountable  to  either  doctors  or 
patients.  For  them  the  key  to  profits 
is  to  get  doctors  to  do  what  they  are 
told  and  keep  patients  in  the  dark. 
Even  doctors  who  aren’t  employees 
of  an  HMO  are  often  pressured  to 
behave  as  if  they  were.  Despite 
their  claims  to  the  contrary,  HMOs 
frequently  threaten  to  “lay  off’ 
doctors  — kicking  them  out  of  a 
plan  — if  they  fail  to  hold  down 
costs  or  hit  their  quota  of  patients. 


Physicians  have  accepted  limits 
on  their  income,  with  resignation  if 
not  acceptance.  They  are  willing  to 
learn  ways  to  improve  the  quality  of 
care.  But  they  are  frustrated, 
because  the  quality  of  their 
relationships  with  their  patients  has 
deteriorated  under  managed  care. 
Doctors  work  the  same  number  of 
hours  — fewer,  in  some  case  — 
under  HMO  contracts.  But  the  loss 
of  control  over  resources, 
restrictions  on  referrals  and  the 


An  HMO  executive  summed  up  the  industry’s 
appoach:  ‘We  see  people  as  numbers,  not 
patients . . . We’re  a mass-production  medical 
assembly  line,  and  there  is  no  room  for  the 
human  equation  in  our  bottom  line.  ’ 
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pressure  to  hurry  through  a larger 
number  of  patients  per  hour 
engender  cynicism  and  resentment. 

A survey  of  200  primary-care 
physicians  in  the  New  York  area  by 
New  York  Doctors  MSO,  a 
physician  practice  management 
group,  found  that  45  percent 
believe  that  managed  care  has  had 
a “negative  impact”  on  the  quality 
of  physician-patient  relationships. 
(Eleven  percent  said  the  relationship 
has  improved  under  managed  care.) 
Nearly  half  the  doctors  surveyed 
said  they  had  recently  considered 
leaving  the  profession. 

Many  managed-care  organizations 
maintain  that  limiting  doctor 
autonomy  eliminates  wide 
differences  in  the  amount  and 
quality  of  care.  They  say  that  their 
systems  will  integrate  care, 
providing  better  treatment  at  lower 
cost  than  a lonely  doctor  in  a 
traditional  practice  can.  Several 
managed  care  plans,  including 
HealthPartners  in  Minnesota,  have 
lived  up  to  these  claims.  But  they 
have  taken  great  pains  to  preserve 
physicians’  autonomy  and  to 
encourage  patients  to  become  more 
involved  in  their  treatment.  Most 
plans,  however,  make  it  harder  for 
doctors  and  patients  to  create  such 
partnerships. 

Make  no  mistake:  A strong 
doctor-patient  relationship  is  critical 
to  successful  treatment.  Studies  have 
shown  that  more  than  half  of  all 
Americans  fail  to  understand  or 
follow  through  on  a doctor’s  advice, 
often  ending  up  sicker  than  they 
were  before  seeking  treatment. 
Likewise,  half  of  all  parents  leave 
their  pediatrician’s  office  confused 
about  his  directions.  Studies  of 
doctor-patient  relationships  in  the 


treatment  of  diabetes,  mental  illness 
and  heart  disease  show  that  more 
time,  information  and  patient 
involvement  in  treatment  decisions 
contribute  to  better  health.  And 
surveys  show  that  patients 
consistently  rank  good  information 
second  only  to  clinical  skill  as  the 
most  important  thing  a doctor  has 
to  offer. 

On  average,  doctors  spend  eight 
minutes  talking  to  each  patient,  less 
than  half  as  much  as  a decade  ago. 
As  managed  care  drives  up  the 
number  of  patients  a doctor  must 
see,  the  time  he  can  devote  to  each 
continues  to  dwindle.  Doctors  who 
feel  they  have  lost  the  freedom  to 
practice  medicine  are  less  likely  to 
take  a personal  interest  in  their 
patients.  They  show  up,  do  their 
job,  get  paid,  gripe  about  the  boss 
and  try  not  to  get  emotionally 
involved. 

Managed-care  organization 
should  take  seriously  the  movement 
toward  litigation  and  regulation. 

The  1974  Employee  Retirement 
Income  Security  Act,  which  governs 
employer-provided  health  plans, 
provided  managed  care  organizations 
virtual  immunity  from  liability.  But 
this  barrier  is  crumbling  under 
public  pressure.  Other  states  are 
likely  to  follow  Texas’s  lead, 
spurred  by  a Virginia  federal  court 
ruling  that  held  that  Erisa  does  not 
pre-empt  state  claims  alleging 
medical  malpractice  by  physicians 
and  vicarious  liability  by  HMOs.  In 
this  case,  a couple  sued  when  they 
found  out  that  the  HMO  paid  their 
child’s  pediatrician  bonuses  for 
avoiding  excessive  treatments  and 
testing.  The  court  allowed  the 
claims  to  go  forward  because  they 
involve  the  quality  of  medical  care 


provided  by  physicians. 

The  ability  to  sue  HMOs  for 
malpractice,  however,  will  not 
improve  the  doctor-patient 
relationship,  and  thus  will  not 
insure  that  people  will  get  better 
care.  First,  lawsuits  occur  after  the 
fact.  It  will  likely  still  be  more  cost 
effective  to  let  people  (or  their 
estates)  sue  than  it  will  to  give 
doctors  and  patients  more  control 
over  medical  decisions.  Second, 
plans  are  forcing  doctors  to  pay  for 
patients’  care  out  of  their  own 
pockets  if  they  exceed  a certain 
average  rate  per  patient.  Oxford 
Health  Plan,  for  instance,  allows 
specialists  to  manage  the  care  of 
patients  without  any  direct 
intervention.  But  Oxford  requires 
such  doctors  to  stay  under  budget, 
as  defined  by  Oxford.  If  someone 
gets  sicker  or  dies  because  a doctor 
tried  to  stay  under  budget,  the  legal 
liability  could  well  fall  on  the 
physician. 

Lumbering  and  Statist 

There  is  no  defensible  economic 
or  clinical  reason  that  health  care 
has  to  take  these  forms.  Enhancing 
the  doctor-patient  relationship  could 
generate  better  care  at  lower  cost. 
But  our  lumbering  and  statist 
medical  system  is  leaving  less  and 
less  room  for  a doctor-patient 
partnership.  Steven  Olsen  was  left 
brain  damaged  and  blind  not 
because  he  didn’t  have  “access”  to 
integrated  health  care  systems  or  the 
best  medical  technology  in  the 
world,  but  because  among  the  too 
many  doctors  just  following  orders, 
there  wasn’t  one  he  could  trust  to 
do  the  right  thing. 
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Special  AM  A Delegation  Report 


The  WVSMA  delegation  participated  in  deliberations  of  the  American  Medical  Association’s  House  of 
Delegates  at  the  AMA’s  Annual  Meeting  in  Chicago  from  June  22-26.  Some  of  highlights  at  this  year’s  meeting 
included  the  following: 

• The  recent  settlement  between  state  attorneys  general  and  the  tobacco  industry  was  discussed.  The  AMA 
was  involved  through  immediate  past  president  Lonnie  Bristow,  M.D.  The  AMA  acted  as  an  advisor  in  the 
proceedings. 

• The  concept  of  physician  unions  was  discussed  at  the  OSMAP  meeting.  The  AMA  remains  opposed  to 
physician  unions.  Only  employed  physicians  can  actually  seek  union  representation.  Nationally  there  are 
eight  physician  unions  with  about  14,000  members.  Half  of  these  members  are  house  staff. 

• The  House  of  Delegates  reaffirmed  the  AMA’s  opposition  to  partial  birth  abortion.  This  issue  prompted  a 
large  amount  of  discussion,  as  well  as,  the  presence  of  the  national  press  on  the  floor  of  the  House  of 
Delegates.  The  policy,  however,  remained  unchanged. 

• There  was  considerable  discussion  regarding  expanding  health  care  coverage  for  underinsured  and 
uninsured  children.  The  Clinton  administration’s  “Kiddie  Care”  was  regarded  as  another  government 
bureaucracy  on  the  order  of  Medicare.  Policy  was  established  by  the  AMA  to  promote  state  by  state  flexible 
benefit  plans  for  uninsured  and  underinsured  children  with  as  little  government  involvement  as  possible. 

• A memorial  resolution  for  Harry  Weeks,  M.D.,  was  introduced  by  the  West  Virginia  delegation  and  read 
into  the  minutes.  Dr.  Weeks  was  well  known  to  many  members  of  the  House  and  Board  of  Trustees  for 
his  years  of  service  to  the  AMA  and  the  WVSMA. 

• Dr.  James  Todd,  a former  EVP  of  the  AMA,  died  at  his  home  in  New  Jersey  while  the  AMA  House  of 
Delegates  was  in  its  second  session.  Dr.  Todd  will  be  remembered  fondly  for  all  of  the  accomplishments 
of  the  AMA  during  his  tenure  as  executive  vice  president. 

• Dr.  Constantino  Amores  of  Charleston  was  appointed  by  the  Board  of  Trustees  to  the  advisory  committee 
for  the  International  Medical  Graduate  Section.  This  appointment  is  quite  an  honor  and  underscores  Tino’s 
high  level  of  recognition  at  the  AMA. 

• The  delegation  from  Virginia  has  extended  an  offer  to  have  the  West  Virginia  delegation  meet  with  it  in 
caucus  at  the  AMA’s  interim  meeting  in  Dallas  to  discuss  issues  that  are  common  to  both  Virginias. 

By  joining  together,  we  can  have  a stronger  voice  on  the  floor  of  AMA’s  House  of  Delegates. 

• In  election  news,  Drs.  John  Nelson,  William  Mahood,  Timothy  Flaherty  and  Yank  Coble  were  all  returned 
as  incumbents  to  the  Board  of  Trustees.  Dr.  Herman  Abramowitz,  a family  physician  from  Ohio,  was 
elected  for  his  first  term  to  the  Board.  This  is  Dr.  Abramowitz’s  second  attempt  at  this  office.  He  has  made 
a strong  commitment  to  be  receptive  to  the  needs  of  physicians  in  West  Virginia. 

I present  this  report  on  behalf  of  delegates  Drs.  Robert  Pulliam,  Tino  Amores,  John  Holloway  and  myself, 
and  the  other  members  of  our  delegation  Drs.  Stephan  Thilen,  Robert  Hess,  Thomas  Chang,  David  Avery,  Gene 
Cordell  (who  represented  the  American  College  of  Radiology),  Dr.  Jim  Bryant  (who  represented  the  Academy  of 
Otolaryngologic  Allergy),  and  Nancie  Albright  and  Tim  Allman  of  the  WVSMA  staff.  We  appreciate  the  support 
of  the  WVSMA  membership  and  staff  which  enabled  us  to  attend  this  meeting.  Please  feel  free  to  contact  any  of 
us  to  discuss  any  issues  relating  to  the  AMA. 


James  D.  Helsley,  M.D. 
WVSMA  Delegate  to  the  AMA 
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Medical  Musings 


Poor  Physician  Penmanship 

tjou  Imow  that  your  penmanship  is  poor  when... 


you  siyn  a Speediny  ticket  ami  the  oppicer  makes  you  take  a blood  alcohol level test, 
the  pharmacist  bouyht  you  a prescription  pad  with  connect  the  dots  op  your  signature, 
your  secretary  poryeS  your  signature  ly  writiny  uui  th  h er  toes, 
the  prescription  labels  on  your  patients  medication  containers  read, 

“Prescribed  by  2),  W 2 l or  2),  Jlleyible.  ” 

the  psychiatrist  upstairs  uses  your  signature  as  his  inh  blot  test  and  70  percent  op  his  patients  thinh  it  is  a 
bird  in  pliyht  and  23  percent  think  it  is  a bird  in  pliyht  yettiny  ready  to  bomb  a car. 
the  neuroloyist  thinks  it  is  an  and  wants  you  to  be  observed  with  monitors  por  the  next  48  hours 

with  heavy  Sedation. 

your  1 0-year-old  dauyhter  will  not  let  you  siyn  her  report  card  anymore,  and  her  teacher  wants  your  next  dc 
neiyhbor  to  siyn  her  report  card  instead. 

, the  nurses  turn  your  orders  upside  down  to  make  them  leyible. 

, a medical  student  thinks  it  is  an  J4e  t L inks  it  is  \J-tach  and  starts  to  shock  your  patients. 

, your  Spouse  knew  that  you  loved  him/her  prom  your  pirst  love  letter.  2d e/ 2/ he  could  not  read  one  wor  d op  it 
but  thouyht  it  was  cute  that  you  were  nervous  throuyh  your  shaky  penmanship. 


oor 


2)edicated  to  my  dad  - - the  best  doctor-dad  ever  whose  illeyible  penmanship 
a porm  op  art,  Symbolism  and  beauty  that  2 would  never  chanye. 


lS  now 


John  2) avid  J.  Cabral,  M2).,  MPJd. 

2ntern,  2/t.  Paphael  s 2dospital,  Yjew  2daven,  Cc 


onn. 
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Scientific  Newsfront 


Video-assisted  thoracoscopic  surgery  for 
management  of  spontaneous  pneumothorax 
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Abstract 

Spontaneous  pneumothorax  is  a 
common  problem  facing  thoracic 
surgeons,  occurring  in  about  nine 
individuals  per  100,000  each  year. 
Treatment  options  include  observation, 
chest  tube  thoracostomy,  and 
thoracotomy  with  or  without 
pleurodesis.  When  surgery  is  indicated, 
thoracoscopic  surgery  has  been 
shown  to  provide  excellent  results 
with  low  morbidity,  low  recurrence, 
high  patient  acceptance,  a shorter 
hospital  stay  and  possibly  decreased 
costs.  In  this  article,  we  present  the 
successful  treatment  of  two  cases  of 
recurrent  pneumothorax  via  video- 
assisted  thoracoscopic  surgery, 
combined  with  mechanical  and 
chemical  pleurodesis. 


Introduction 

Pneumothorax  is  the  accumulation 
of  intrapleural  air  as  the  result  of  a 
break  in  either  the  visceral  or 
parietal  pleura.  Primary  spontaneous 
pneumothoraces  (PSP)  occur  in 
patients  without  known  underlying 
lung  disease,  while  secondary 
spontaneous  pneumothoraces  (SSP) 
occur  in  patients  with  a previously 
known  underlying  lung  disease  or 
disorder. 

PSP  occurs  typically  in  tall,  thin, 
male  patients  less  than  40  years  old 
with  a significant  history  of  smoking 
and  is  secondary  to  a rupture  of 
apical  blebs.  SSP  has  many  possible 
etiologies,  the  most  frequent  of  which 
is  rupture  of  an  emphysematous  bulla. 
Patients  with  SSP  are  older  and  often 
have  significant  pulmonary  disease 
and  comorbidity. 

Spontaneous  pneumothorax  is  a 
common  problem  facing  thoracic 
surgeons.  Although  the  majority  of 
patients  are  initially  treated  non- 
operatively,  one  in  five  patients  will 
eventually  require  operative 
intervention. 

First  case  report 

A 30-year-old  white  male 
presented  to  the  Emergency 
Department  at  Cabell  Huntington 
Hospital  in  Huntington  with  an 
acute  onset  of  right  sided  pleuritic 
chest  pain  and  dyspnea.  His  past 
medical  history  was  significant  for 
two  previous  incidents  of  right 
spontaneous  pneumothoraces  both 
treated  by  chest  tube  thoracostomy, 
and  antibiotics  for  bronchitis.  His 
history  also  revealed  that  he  had 
smoked  one  pack  of  cigarettes  a 
day  for  15  years. 


Physical  examination  revealed  a 
thin  man,  but  in  no  acute  respiratory 
distress.  His  breath  sounds  were 
decreased  on  the  right  and  a chest 
roentgenogram  revealed  a 50%  right 
pneumothorax.  He  was  admitted 
after  a chest  tube  was  put  into  place 
in  the  emergency  department. 

Serial  chest  radiographs 
demonstrated  persistent  apical 
pneumothorax.  The  unresolved  air 
leak  and  history  of  multiple 
spontaneous  pneumothoraces 
prompted  thoracic  surgical 
consultation.  Thoracoscopic 
exploration  was  recommended  for 
apical  blebectomy  and  pleurodesis. 

The  next  day,  he  underwent 
bronchoscopy  and  right  video- 
assisted  thoracoscopic  surgery  (VATS). 
The  procedure  required  lysis  of 
adhesions,  resection  of  two  areas  of 
pulmonary  blebs,  and  combined 
mechanical  and  chemical  pleurodesis 
(Figure  1). 

Mechanical  pleurodesis  was 
performed  in  the  following  manner. 
A ring  forcep  was  used  to  grasp  a 
bovie  pad  folded  in  two.  The  bovie 
pad  was  then  used  to  abrade  the 
parietal  pleura.  Chemical  pleudesis 
was  performed  by  using  Avitene 
powder  (a  microfibrillar  collagen 
made  by  Medchem)  to  spray  on  the 
“raw”  surface  of  the  pleura.  Two 
chest  tubes  were  placed  on  the  right 
side,  followed  by  a postoperative 
bronchoscopy  for  pulmonary  toilet. 
His  elevated  temperature  before 
surgery  and  subsequent  culture  of 
streptococcus  pneumoniae  required 
appropriate  antiobiotic  therapy. 

Postoperative  chest  radiographs 
showed  a small  (10%-15%)  apical 
pneumothorax,  and  a small  air  leak 
persisted.  Pathologic  analysis  of  his 
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lung  tissue  indicated  severe  bullous 
and  panacinar  emphysema.  On  the 
third  day  after  surgery,  the  patient 
underwent  beside  pleurodesis  with 
fibrin  glue  for  treatment  of  the 
persistent  air  leak.  The  fibrin  glue 
mixture  consisted  of  six  platelets 
and  one  amp  of  calcium  chloride, 
which  was  combined  with  10,000 
units  of  topical  thrombin. 

Follow-up  chest  radiographs 
showed  resolution  of  the 
pneumothorax,  and  the  chest  tubes 
were  removed.  This  patient  was 
discharged  from  the  hospital  on  the 
fifth  day  after  surgery  in  good 
physicial  condition. 

Second  case  report 

A 39-year-old  white  male 
experienced  an  acute  onset  of 
left-sided  pleuritic  chest  pain.  His 
medical  history  was  significant  for 
two  past  episodes  of  spontaneous 
pneumothoraces,  the  second 
occurred  one  month  after  the  first. 
Both  events  had  been  treated  with 
chest  tube  drainage. 

He  reported  a 40  pack-a-year 
smoking  history,  and  was  a coal 
miner  by  occupation.  The  chest 
radiograph  revealed  a 30  percent 
left  pneumothorax.  A chest  tube 
thoracostomy  was  immediately 
performed.  Thoracic  surgical 
consultation  was  obtained  and 
therapeutic  options  were  discussed 
with  the  patient. 

He  underwent  exploration  by 
video-assisted  thoracoscopy, 
followed  by  apical  bleb  resection, 
mechanical  pleurodesis  and  Avitene 
(Figure  2).  The  patient  had  an 
uneventful  postoperative  course, 
and  no  air  leak  was  identified  on 
the  first  day  after  surgery. 

The  chest  tube  was  removed  and 
the  patient  was  discharged  three 
days  after  surgery  in  good  condition. 

Discussion 

Treatment  of  PSP  may  include 
observation,  chest  tube  thoracostomy, 
thoracoscopy,  or  thoracotomy. 
Observation  alone  is  indicated  in 
small  (less  than  20%  collapse) 
asymptomatic  pneumothoraces  (1). 


Figure  1.  Intra- thoracic  cavity  following  bleb  resection  and 
mechanical  pleurodesis. 


Figure  2.  Clockwise  from  top-left:  (A)  Pulmonary  adhesions;  (B)  Intra- 
thoracic  view  of  lysis  of  adhesions;  (C)  Ring  forceps 
grasping  apical  bleb;  (D)  After  complete  lysis  of  adhesions, 
subclavian  artery  is  now  exposed. 


Chest  tube  thoracostomy  should 
produce  rapid  resolution  of  the 
pneumothorax  although  sometimes 
a second  chest  tube  is  required. 
Chest  tube  placement  alone  is 
relatively  safe  and  well  tolerated, 


but  a second  episode  will  occur  in 
20%-40%  of  patients.  The  incidence 
of  recurrence  rises  with  each 
subsequent  episode.  Persistent  air 
leaks  are  typically  seen  in  patients 
with  underlying  emphysematous  or 
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other  underlying  initial  pulmonary 
disease.  Provided  the  lung  is 
completely  expanded,  those  leaks 
that  have  failed  to  resolve  by  day 
seven  to  10  are  unlikely  to  do  so 
without  surgical  intervention  (2). 

Various  agents  have  been 
advocated  to  induce  sclerosis  of  the 
pleural  surface,  including  silver 
nitrate,  tetracycline  and  its  derivatives, 
talcum  powder,  indoform,  iodized 
oil,  guaiacol,  nitrogen  mustard, 
bleomycin,  quinacrine,  autologous 
blood,  urea,  hypertonic  glucose 
solution,  and  fibrin  glue.  Chemical 
pleurodesis  with  talc  has  produced 
the  lowest  recurrence  rate  (8%)(3). 

Indications  for  surgical  intervention 
include  a second  episode  of 
spontaneous  pneumothorax  (most 
common),  a persistent  air  leak  greater 
than  48-72  hours  after  chest  tube 
treatment  of  the  initial  pneumothorax, 
the  initial  pneumothorax  in  a patient 
with  a history  of  a pneumothorax 
on  the  contralateral  side,  or  the 
initial  pneumothorax  in  a patient 
whose  geographical  distance  from 
medical  care  or  occupational 
exposure  places  them  at  high  risk. 
Standard  surgical  therapy  has  been 
performed  by  thoracotomy  with 
bleb  resection  and  mechanical 
pleurodesis  or  pleurectomy.  The 
recurrence  rate  after  this  procedure 
has  been  reported  at  less  than  2%  (3). 

Thoracoscopic  management  of 
pneumothoraces,  however,  is 
quickly  becoming  the  preferred 
method  of  treating  patients  with  PSP 
who  require  surgical  intervention. 
Patients  managed  thoracoscopically 
appear  to  have  less  discomfort, 
shorter  lengths  of  hospitalization, 
and  thoracoscopy  affords  the  surgeon 
better  visualization  in  most  cases  (3). 
The  recurrence  rate  following 
thoracoscopic  surgery  has  recently 


been  reported  at  about  4%  (2). 
Mechanical  and  chemical  pleurodesis 
can  be  performed  in  conjunction 
with  thoracoscopy. 

Most  cases  of  SSP  are  due  to 
rupture  of  bullous  emphysematous 
disease.  These  ruptures  often 
produce  large  symptomatic  air 
leaks.  Conservative  treatment  is 
continued  for  longer  periods  of 
time  in  these  patients,  provided 
there  is  adequate  pleural  apposition, 
since  operative  intervention  carries 
additional  risk  of  complications. 
However,  indications  for  surgical 
treatment  are  similar  to  those  for 
primary  spontaneous  pneumothorax. 

Alfageme  et  al  compared  the 
recurrence  of  spontaneous 
pneumothoraces  after  treatment  by 
observation,  chemical  pleurodesis 
with  tetracycline,  chest  tube 
thoracostomy,  and  thoracotomy, 
and  found  chemical  pleurodesis 
was  superior  to  chest  tube  drainage 
but  yielded  a higher  recurrence  rate 
than  thoracotomy  (5). 

Recent  studies  (1,2, 5, 6)  proclaim 
the  benefit  of  VATS  in  the  treatment 
of  recurrent  spontaneous 
pneumothoraces.  VATS  has  been 
shown  to  be  quick,  safe  and  effective. 

Conclusion 

Spontaneous  pneumothorax  is  a 
common  problem  facing  thoracic 
surgeons  and  video-assisted 
thoracoscopic  surgery  has  proven  to 
be  a useful  procedure  in  the  thoracic 
surgeon’s  armamentarium.  While 
providing  equivalently  low  rates  of 
recurrence,  VATS  is  more  comfortable 
for  the  patient,  has  a low  morbidity, 
and  has  been  shown  to  shorten  the 
time  of  hospitalization.  This  result 
was  evident  in  the  second  patient 
presented  in  this  article. 


A combination  of  VATS  and 
concomitant  mechanical  and 
chemical  pleurodesis  may  allow 
even  lower  rates  of  recurrence, 
while  providing  rapid,  more 
effective,  less  morbid  treatment  of 
increasingly  difficult  cases  of 
spontaneous  pneumothorax,  as  in 
the  first  case  presented.  If  persistent 
air  leaks  should  occur,  resolution 
may  be  effected  at  the  bedside  with 
fibrin  glue  pleurodesis. 
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Abstract 

Leukemia  is  the  most  common 
cancer  in  childhood  with  acute 
lymphoblastic  leukemia  (ALL)  the 
most  common  subtype.  While  once 
uniformly  fatal,  today  leukemia  is  a 
highly  curable  disease.  To  determine 
the  outcomes  of  children  with  acute 
lymphoblastic  leukemia  in  West 
Virginia,  we  performed  a retrospective 
analysis  of  the  results  of  treatment 
of  children  and  adolescents  with  B- 
lineage  ALL  diagnosed  between  2/86 
and  1/91  and  treated  by  the  pediatric 
oncology  teams  at  Morgantown  or 
Charleston.  Forty-one  children  with 
B-lineage  ALL  were  identified  and 
treated  by  a uniform  protocol 
Twenty-nine  (71%)  have  remained 
disease-free  for  more  than  two  years 
off  therapy  and  are  considered 
cured  Of  the  10  patients  who 
relapsed,  five  have  now  been  off 
rescue  therapy  for  greater  than  tivo 
years  and  are  likely  to  be  cured 


Thirty-five  of  the  original  cohort  of 
41  children  are  alive  and  disease-free 
yielding  an  overall  sun  ival  of  85%. 
The  results  of  treatment  of  childhood 
leukemia  in  West  Virginia  are 
comparable  to  national  data. 

Children  with  ALL  diagnosed  and 
treated  by  pediatric  oncology'  teams 
in  West  Virginia  have  a very  good 
chance  of  being  cured 

Introduction 

Cancer  is  the  leading  medical 
cause  of  death  in  childhood  and 
adolescence.  Leukemia  is  the  most 
common  type  of  cancer  with  acute 
lymphoblastic  leukemia  (ALL) 
accounting  for  75%-80%  of  cases. 
ALL  can  be  further  subdivided  by 
immunophenotype.  The  vast 
majority  (80%-85%)  of  cases  result 
from  proliferation  of  primitive  B-cell 
precursors.  15%-20%  derive  from 
T-cell  precursors,  and  only  l%-2% 
have  a mam  re  B-cell  phenotype. 

While  once  uniformly  fatal.  ALL  is 
currently  a highly  curable  disease 
with  modern  therapy  directed  by 
pediatric  oncologists  and  care 


delivered  by  a highly-specialized 
team  of  professionals.  National  and 
large  single-institution  studies  have 
recently  documented  a long-term 
disease-free  survival  rate  for  patients 
with  B-lineage  ALL  of  65%-80% 
depending  on  risk  stratification  (1-5). 

To  determine  if  the  advances  in 
treatment  of  ALL  have  been  available 
to  and  effective  in  a predominantly 
rural  population  such  as  in  West 
Virginia,  we  reviewed  the  all  cases 
of  children  diagnosed  with  ALL 
during  a five-year  period  who  were 
cared  for  by  pediatric  oncology  teams 
in  Moigantown  and  Charleston. 

Methods 

All  cases  of  children  with  ALL 
diagnosed  between  February  1986 
and  January  1991  were  identified. 
Forty-one  children  between  the 
ages  of  1 and  18  with  B-progenitor 
ALL  were  included  in  the  review. 
Patients  with  T-cell  or  mature  B-cell 
phenotype  were  excluded. 

Table  1 presents  the  characteristics 
of  these  patients  at  diagnosis.  Risk 
assignment  was  primarily  based  on 


Table  1.  Characterististics  of  the  patients  with  B-lineage  ALL. 


Variable 

# Of  Patients 

% 

Sex 

Male 

19 

46 

Female 

22 

54 

Age  (years) 

1 - 2.9 

9 

22 

3-5.9 

17 

41 

6 - 10.9 

13 

3 

> 11 

2 

5 

WBC  count  (x  HT/L) 

< 10 

21 

51 

10  - 49.9 

14 

34 

50  - 99  9 

2 

5 

> 100 

4 

10 

Risk  Category •* 

Good  risk  (A) 

28 

68 

Poor  risk  (B) 

13 

32 

‘Risk  by  age  and  WBC  count  per  POG  8602 
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Table  3.  Results  of  Treatment. 

# of  Patients 

% 

Total  patients 

41 

Complete  remission  rate 

41 

100 

Relapses 

12 

29 

Bone  marrow 

6 

14 

CNS 

4 

10 

Testis 

2 

5 

Alive  in  first  CR 

29 

71 

Alive  in  second  CR 

6 

14 

Overall  survival 

35 

85 

Follow-up 

Range  (month) 

61-119 

Mean  (year) 

7.7 

age  and  WBC  count  (Table  2).  All 
patients  were  treated  according  to 
the  active  Pediatric  Oncology  Group 
(POG  8602)  protocol. 

The  treatment  regimen  included 
induction  therapy  comprised  of 
vincristine,  prednisone,  and 
asparaginase  with  triple  intrathecal 
chemotherapy  (methotrexate  [MTX], 
hydrocortisone,  cytarabine)  followed 
by  intensification  with  one  of  these 
four  regimens: 

Regimen  A - Six  infusions  of 

moderate-dose  MTX 
given  every  three 
weeks; 

Regimen  B - Moderate-dose  MTX 
plus  asparaginase, 

Regimen  C - Moderate-dose  MTX 
plus  cytarabine,  or 

Regimen  D - Moderate-dose  MTX 
plus  cytarabine  given 
every  12  weeks  over 
the  first  16  months 
of  therapy. 

Continuation  therapy  consisted  of 
mercaptopurine  and  MTX  with 
vincristine  plus  prednisone  pulses. 
Central  nervous  system  (CNS) 
preventive  treatment  was  continued 
for  two  years.  Patients  at  lower  risk 
for  relapse  were  randomized  to  any 
of  the  four  intensification  regimens, 
whereas  high-risk  patients  were 
randomized  only  to  regimen  B,  C, 
or  D.  The  treatment  protocol  was 
approved  by  the  institutional  review 
boards  in  Morgantown  and 
Charleston  and  at  the  National  Cancer 
Institute;  all  patients  agreeing  to 
participate  in  the  randomizaton 
signed  informed  consent.  Four 
patients  did  not  participate  in  the 
randomization.  Three  were  treated 
according  to  the  standard  arm 
(Regimen  A)  and  one  was  treated  on 
a more  intensive  arm  (Regimen  C). 

Results 

Table  3 presents  a summary  of 
the  treatment  results.  All  of  the  41 
patients  achieved  a complete 
remission.  Twenty-nine  (71%) 
patients  completed  treatment  and 
are  alive  in  first  complete  remission 
(CR)  with  no  recurrence  of  disease 


and  a minimum  follow-up  of  2Vi 
years  off  therapy. 

There  were  six  bone  marrow 
relapses,  four  CNS  replapses  and 
two  testicular  relapses.  All  relapsed 
patients  were  retreated  with  intensive 
therapy.  Five  of  the  six  patients  with 
bone  marrow  relapse  have  died, 
while  one  patient  who  had  an 
unusual  late  bone  marrow  relapse 
5%  years  following  discontinuation 
of  initial  therapy  is  in  remission  off 
all  therapy  with  short  follow-up. 
Three  of  the  patients  with  CNS 
recurrence  are  alive  and  off  relapse 
therapy  with  a minimum  follow-up 
of  3%  years  off  treatment.  Both 
patients  with  testicular  relapse 
completed  rescue  treatment  at  least 
3%  years  ago  and  are  currently  alive 
and  disease-free.  Thirty-five  (83%) 
of  41  children  are  currently  alive 
and  free  of  disease. 


Discussion 

Children  with  ALL  who  are  in 
their  initial  remission  five  to  six 
years  following  diagnosis  have  such 
a low  risk  of  recurrence  that  they 
are  considered  cured  (7). 

Children  who  have  a relapse  of 
ALL  in  the  bone  marrow  have  a 
poor  prognosis,  but  if  the  site  of 
recurrence  is  the  central  nervous 
system  or  testes  with  no  evidence  of 
bone  marrow  involvement  (isolated 
extramedullary  relapse)  then  the 
outlook  is  more  hopeful.  While 
there  are  less  data  regarding  the 
likelihood  of  a subsequent 
recurrence  in  patients  with  isolated 
extramedullary  relapse  (8,9), 
children  who  survive  disease-free 
three  to  four  years  after  completion 
of  relapse  treatment  are  probably 
cured  of  ALL. 
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The  results  of  this  retrospective 
review  indicate  that  71%  of  children 
with  ALL  diagnosed  and  treated  in 
West  Virginia  are  cured  of  their 
disease  with  another  12%  of 

patients  with  isolated 
extramedullary  relapse  likely  to  be 
cured,  yielding  an  overall  cure  rate  of 
83%.  Including  the  one  patient  with 
the  late  bone  marow  relapse  (who 
is  well,  but  whose  long-term 
outlook  is  unknown),  the  overall 
survival  of  the  entire  cohort  is  85%. 

Many  clinical  and  biological 
features  of  ALL  have  proven  to  be 
important  prognostic  factors, 
although  the  most  important 
prognostic  factor  in  childhood  ALL 
is  effective  treatment.  Recently, 

Smith  et  al  presented  a uniform 
approach  to  risk  classification  for 
children  with  ALL  (5).  This 
classification  schema  was  based  on 
the  results  of  treatment  of  4,575 
children  by  the  major  pediatric 
clinical  cooperative  groups 
(Pediatric  Oncology  Group  and 
Childrens  Cancer  Group),  St.  Jude 
Children’s  Research  Hospital,  and 
Dana-Farber  Cancer  Institute.  The 
standard-risk  category  is  defined  by 
an  age  of  1 to  9 years  and  WBC 
count  at  diagnosis  of  less  than 
50,000/ml.  Patients  with  a WBC 
count  of  > 50,000/ml  and  age  >10 
years  were  classified  as  high-risk. 

Utilizing  this  classification,  Smith 
et  al  documented  that  children  with 
standard-risk  ALL  had  a 4-year  event 
free  survival  (EFS)  rate  of  80.3%,  while 
high-risk  patients  had  an  EFS  rate  of 
63-9%.  With  32%  of  West  Virginia 
patients  presenting  with  poor  risk 
criteria  by  POG  8602  criteria  and 


approximately  20%  presenting  with 
high-risk  characteristics  using  the  new 
uniform  risk  criteria,  an  overall  EFS 
rate  of  71%  in  this  study  is  consistent 
with  expected  outcome  based  on 
national  statistics. 

The  dramatic  improvement  in  the 
survival  of  children  with  cancer  in 
general  and  ALL  in  particular  has 
resulted  from  the  aggressive  treatment 
directed  by  pediatric  oncologists 
and  carried  out  by  a multidisciplinary 
team  of  highly-trained  professionals. 
Only  through  careful  clinical  trials, 
such  as  those  designed  and 
implemented  by  members  of  the 
Pediatric  Oncology  Group,  have 
successful  treatment  programs  for 
ALL  been  developed.  Since  the 
pediatric  oncologists  in  Morgantown 
and  Charleston  are  Pediatric  Oncology 
Group  members,  state-of-the-art 
treatment  for  cancer  is  available  to 
children  in  this  state. 

It  is  reassuring  and  gratifying  that 
the  our  study  confirms  that  children 
in  West  Virginia  with  ALL  have  a very 
good  chance  of  being  cured. 
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Abstract 

Jimson  weed  (Datura  stramonium, 
a member  of  the  Relladonna  alkyloid 
family)  is  a plant  growing  naturally 
in  West  Virginia  and  has  been  used  as 
a home  remedy  since  colonial  times. 
Due  to  its  easy  availability  and  strong 
anticholinergic  properties,  teens  are 
using  Jimson  weed  as  a drug.  Plant 
parts  can  be  brewed  as  a tea  or 
chewed,  and  seed  pods,  commonly 
known  as  “pods”  or  “thorn  apples,” 
can  be  eaten.  Side  effects  from 
ingesting  jimson  weed  include 
tachycardia,  dry  mouth,  dilated 
pupils,  blurred  vision,  hallucinations, 
confusion,  combative  behavior,  and 
difficulty  urinating.  Severe  toxicity 
has  been  associated  with  coma  and 
seizures,  although  death  is  rare. 
Treatment  consists  of  activated 
charcoal  and  gastric  lavage.  Esmolol 
or  other  beta-blocker  may  be  indi- 
cated to  reduce  severe  sinus  tachy- 
cardia. Seizures,  severe  hypertension, 
severe  hallucinations,  and  life- 
threatening  arrhythmias  are  indicators 
for  the  use  of  the  anticholinesterase 
inhibitor,  Physostigmine.  This  article 
reviews  the  cases  of  nine  teenagers 
who  were  treated  in  hospitals  in  the 
Kanawha  Valley  after  ingesting 
jimson  weed  We  hope  this  article  will 
help  alert  primary  care  physicians 
about  the  abuse  of  jimson  weed  and 
inform  health  officials  about  the  need 
to  educate  teens  about  the  dangers  of 
this  plant. 


Introduction 

Jimson  weed  (Datura  stramonium) 
has  been  known  in  this  country 
since  colonial  times.  Apparently, 
early  Jamestown  settlers  used  the 
plant  in  tea  as  a remedy  for  asthma 
(1,2,3).  The  name  of  the  plant,  in 
fact,  was  initially  Jamestown  weed. 

In  1993,  the  Centers  for  Disease 
Control  and  Prevention  (CDC) 
counted  94,723  poisonings  associated 
with  toxic  plants  in  the  United 
States  as  reported  to  poison  centers 
throughout  the  country.  (4)  Of 
these,  3 18  were  reports  regarding 
Jimson  weed  exposures  (4). 

We  first  became  concerned  about 
this  abuse  in  1994  as  we  came  in 
contact  with  teenagers  in  the 
Kanawha  Valley  of  West  Virginia 
who  were  experimenting  with  the 
plant.  We  became  especially  alarmed 
when  we  discovered  that  jimson 
weed  is  readily  available  in  rural 
areas  and  has  a reputation  among 
youth  as  being  safe  and  “a  good  trip.” 
Despite  this  attitude,  we  believe 
Jimson  weed  to  be  one  of  the  more 
dangerous  drugs  of  abuse. 

In  this  paper,  we  present  a case 
study,  review  the  characteristics  of 
nine  patients  who  were  treated  from 
1994-1995,  and  review  the  literature 
on  this  subject.  We  also  review 
treatment  techniques  and  suggest 
some  new  medications  for  use  in 
combating  these  potentially  lethal 
exposures.  We  hope  this  article  will 
alert  primary  care  physicians  about 
the  abuse  of  Jimson  weed,  and  alert 
public  health  officials  about  the  need 
to  educate  youth  about  the  dangers 
of  this  plant. 

Case  study 

A 1 4-year-old  white  boy  was 
brought  to  the  emergency  department 
after  exhibiting  combative  behavior, 
hallucinations,  and  staggering  gait 
in  his  9th  grade  classroom.  Five 
marijuana  cigarettes  and  a small 


pipe  were  found  in  his  possession. 
His  mother  was  unaware  of  any 
prior  dmg  use,  and  related  that  he 
had  been  in  a normal  state  of 
health  that  morning. 

The  patient’s  vital  signs  two  hours 
after  the  onset  of  his  symptoms  were: 
temperature  98°F,  pulse  per  minute 
of  178,  respirations  20  per  minute 
and  blood  pressure  117/63mmHg. 
His  heart  rate  at  intervals  was  as 
high  as  212  per  minute.  He  was 
combative  with  visual,  tactile,  and 
auditory  hallucinations.  His  pupils 
were  markedly  dilated  and  his  mouth 
was  somewhat  dry.  Cardiovascular 
exam  revealed  only  tachycardia. 
There  were  no  other  detected 
abnormalities. 

Laboratory  examination  included 
a normal  CBC,  SMA  20,  and  a 
negative  dmg  screen.  There  was  a 
mild  elevation  of  the  CPK  and 
alkaline  phosphatase  levels.  An  ECG 
showed  only  sinus  tachycardia  at 
181  per  minute. 

This  patient  had  a brief  but 
eventful  hospital  course.  Heart  rate 
control  was  attempted  with 
intravenous  Verapamil  boluses  on 
two  occasions,  but  was  unsuccessful. 
He  required  restraints  to  prevent 
injury.  Therapy  included  activated 
charcoal  instillation.  After  12  hours, 
he  was  alert  and  oriented  but  still 
had  dilated  pupils.  His  heart  rate 
had  stabilized  at  70  per  minute.  He 
was  discharged  after  36  hours. 

This  patient  stated  it  was  his  first 
experience  with  Jimson  weed.  A 
friend  had  told  him  about  it  and  the 
plant  grew  wild  near  his  school. 
Students  referred  to  the  plant  as 
“pods.”  Outpatient  counseling  was 
offered  and  accepted. 

Kanawha  Valley  experience 

The  medical  records  of  three 
Kanawha  Valley  hospitals  were 
searched  for  the  diagnosis  of  jimson 
weed  intoxication  (ICD  988.2).  Nine 
cases  were  identified  in  the  years 
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1994-1995  requiring  hospital  care 
(Table  1).  Eight  patients  were  male 
with  an  average  age  of  17  years 
(range  14-19  years).  Four  had 
abused  other  substances  including 
marijuana,  alcohol,  and  crack  cocaine. 
The  average  time  to  presentation 
was  4.7  hours  (range  1.5-11  hours). 

Patients  showed  a remarkable 
similarity  in  their  presenting  signs 
and  symptoms.  The  mean  pulse  on 
presentation  was  105  per  min. 

(range  67-178).  All  but  two  had 
hallucinations  and  all  but  one  were 
confused.  All  had  pupillary  dilatation, 
the  most  long-lasting  symptom.  The 
patients  were  given  supportive  care, 
including  intravenous  fluids  and 
cardiac  monitoring,  with  restraints  in 
some  cases.  Activated  charcoal  was 
consistently  given  after  saline  gastric 
lavage.  Intravenous  sedation  was 
often  required  as  were  laxative  for 
constipation.  The  average  hospital 
stay  was  1-2  days. 


Discussion 

Jimson  weed  contains  the 
anticholinergic  compounds 
hyoscyamine  and  scopolamine.  Since 
this  plant  blooms  in  the  fall,  cases 
are  seen  most  often  from  September 
to  November.  All  parts  of  the  plant 
are  toxic,  but  most  abuse  occurs  with 
the  ingestion  of  the  seeds,  which 
may  contain  as  much  0.1  mg  of 
atropine  per  seed.  The  lethal  doses 
of  scopolamine  and  atropine  are 
>10  mg  and  > 2-4  mg,  respectively 
(3,5).  As  little  as  one  half  teaspoon  of 
these  seeds  has  been  a lethal  dose  (6). 

The  manifestations  of  Jimson  weed 
abuse  are  dilated  pupils,  dry  mouth, 
blurred  vision,  hallucinations,  and 
tachycardia  with  rates  approaching 
200  or  more.  The  hallucinations  may 
be  auditory,  tactile,  or  visual.  The 
old  mnemonic  “mad  as  a hatter,  blind 
as  a bat,  dry  as  a bone,  and  red  as  a 
beet”  describes  the  symptoms. 


The  physical  exam  shows  the 
patient  is  agitated  and  usually 
combative  due  to  hallucinations.  The 
pupillary  dilatation  may  be  as  large 
as  the  iris  and  may  last  up  to  one 
week  or  more,  while  other  symptoms 
resolve  earlier.  Heart  and  respiratory 
rates  are  increased.  The  abdominal 
exam  reveals  decreased  to  absent 
bowel  sounds,  and  bladder  distention 
may  exist.  In  severe  cases,  coma  and 
seizures  may  occur.  The  skin  is  often 
flushed  and  dry. 

The  laboratory  analysis,  including 
a CBC,  chemical  profile,  and  drug 
screen  is  usually  unremarkable 
except  for  leukocytosis.  The  ECG 
shows  sinus  tachycardia,  sometimes 
so  fast  that  the  “p”  waves  are 
difficult  to  detect.  The  diagnosis 
relies  upon  the  clinical  picture  and  a 
history  of  possible  ingestion,  as  well 
as  the  presence  of  anticholinergic 
signs  and  symptoms.  The  possible 
concomitant  ingestion  of  other 


Table  1.  Characteristics  of  the  nine  teenage  patients  treated  for  ingesting  jimson  weed. 

Patient 

Age 

Sex 

Seeds 

B/P 

Pulse 

Temp 

R 

Some  of  His/Her  Symptoms 

Treatment 

LOS 

1 

19 

M 

2 tsp. 

158/83 

103 

38.1°C 

20 

Pupils  dilated,  hallucinations, 
confusion 

Charcoal,  monitor, 
IV  fluids 

24  hrs. 

2 

14 

M 

UK 

117/63 

178 

98.1°F 

20 

Pupils  dilated  7-8  mm,  confusion, 
hallucinations,  urinary  retention 

Ativan,  IV  fluids, 
Haldol,  monitor, 
Verapamil 

36  hrs. 

3 

16 

M 

UK 

131/84 

129 

38.1°C 

18 

Pupils  dilated  7-8  mm,  confusion, 
skin  flushed 

Charcoal,  monitor, 
NS  lavage,  IV  fluids 

48  hrs. 

4 

18 

M 

1 pod 

164/70 

136 

37.8°C 

24 

Pupils  dilated,  hallucinations, 
confusion 

Charcoal,  IV  fluids, 
IV  Ativan 

48  hrs. 

5 

19 

M 

1 pod 

122/81 

114 

97.2°F 

20 

Pupils  dilated  4-7  mm,  confusion 

IV  fluids,  charcoal, 
Valium,  Dulcolax 

48  hrs. 

6 

19 

F 

10? 

128/70 

72 

98.0°F 

22 

Pupils  dilated  3 mm,  confusion, 
hallucinations 

Charcoal,  IV  fluids 

24  hrs. 

7 

15 

M 

2-3? 

138/83 

90 

97.0°F 

20 

Pupils  dilated  7 mm,  confusion, 
hallucinations 

Charcoal,  IV  fluids, 
Dulcolax,  Valium, 
Ativan 

72  hrs. 

8 

18 

M 

UK 

113/57 

67 

98.0°F 

22 

Unknown  if  pupils  were  dilated 

IV  fluids 

NA 

9 

16 

M 

UK 

138/83 

96 

UK 

16 

Pupils  dilated,  confusion, 

Charcoal,  IV  fluids 

16  hrs. 

R = Respirations  UK  = Unknown  NA  = Not  Admitted  LOS  = Length  of  Stay 
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drugs  of  abuse  may  be  evident  in 
the  drug  screen.  Some  of  these 
agents  may  cause  similar  symptoms. 

The  treatment  for  Jimson  weed 
intoxication  is  supportive,  with  gastric 
lavage  and  activated  charcoal 
administration  being  the  mainstays 
of  treatment.  Since  Jimson  weed 
slows  peristalsis,  most  experts 
recommend  carrying  out  these  first 
two  steps  regardless  of  the  hours 
since  ingestion.  However,  the  only 
large  scale  study,  which  reviewed 
more  than  1,400  patients’  cases  over 
a seven-year-period,  showed  no 
difference  in  outcome  with/ without 
the  use  of  activated  charcoal  (7). 

Table  2 summarizes  treatment 
guidelines  in  these  cases.  Other 
treatments  may  include  sedation, 
slowing  the  sinus  tachycardia,  and 
in  severe  cases,  reversing  the 
anticholinergic  side  effects  with 
Physostigmine  (Antilirium®),  a 
cholinesterase  inhibitor. 

Sedation  should  ideally  be  used 
as  little  as  possible  because  delirium 
and  confusion  may  worsen,  as  a 
consequence.  However,  intravenous 
benzodiazepines  must  be  used 
carefully  in  order  to  avoid  over 
sedation.  Anti-psychotic  or 
antihistamine  drugs  should  not  be 
used  because  these  will  worsen  the 
anticholinergic  symptoms. 

As  shown  in  our  nine  cases, 
tachycardia  is  a common  presenting 
symptom;  in  two  cases  it  was 
marked  at  136  and  178  per  min.  Since 
the  sinus  tachycardia  is  due  to 
removal  of  cholinergic  control,  we 
believe  that  beta  blockade  is 
preferable  to  other  treatments  such 
as  digitalis  and  calcium  channel 
blockers  (verapamil,  diltiazem). 
Although  previous  authors 
recommend  intravenous  propanolol 
(6),  this  is  no  longer  the  preferred 
agent  because  it  is  non-selective 
and  must  be  given  frequently.  If 
desired  Propanolol  can  be  used  in  a 
dose  of  lmg  IV  initially  and  then 
every  five  minutes  until  the  goal 
heart  rate  is  attained  or  a maximum 
of  5 mg  has  been  given.  Esmolol 
(Breviblock®)  may  be  the  agent  of 
choice  as  it  may  be  administered  as 
a continuous  drip  and  titrated  until 
it  is  efficacious.  It  is  also  rapidly 


Table  2.  Treatment  Guidelines  for  Jimson  Weed  Intoxication. 

Svmtftoms 

Theratov 

Delirium/Confusion 

Restraints  as  necessary 

Agitation 

Sedate  with  benzodiazepine  only  if  necessary 

Urinary  Retention 

Foley  catheter 

Constipation 

Laxatives 

Thirst/dry  mouth 

Intravenous  fluids 

Mydriasis/photophobia 

Darkened  room 

General 

Activated  charcoal,  gastric  lavage 

Severe  tachycardia  (over  120) 

Beta  blockade 

Seizures,  severe  hypertension 

Physostigmine 

life-threatening  arrythmias 

metabolized  after  the  drip  is 
discontinued.  It  is  administered  in  a 
bolus  of  500  mcg/kg/min  followed 
by  an  infusion  of  50-200  mcg/kg/min. 

The  presence  of  seizures,  severe 
hypertension  and  severe 
hallucinations,  and  life-threatening 
arrhythmias  are  indicators  for  the 
use  of  Physostigmine.  The  relative 
contraindications  to  its  use  are 
coronary  artery  disease,  asthma, 
gangrene,  ingestion  of  tricyclic 
antidepressants,  and  mechanical 
obstruction  of  the  gastrointestinal 
tract.  Unfortunately,  Physostigmine 
has  been  associated  with  toxicity  of 
its  own  including  CNS  stimulation 
and  bronchospasm.  However,  more 
disturbing  are  two  reports  of  a 
patient  with  Jimson  weed  toxicity 
who  developed  atrial  fibrillation 
after  infusion  (8)  and  a patient  with 
tricyclic  overdose  who  was  given 
the  drug  and  had  a seizure.  (9)  By 
today’s  standards,  the  first  case  may 
not  have  been  suitable  for 
physostigmine  therapy  because  his 
only  severe  symptom  was 
hypertension  (BP  150/110  mm  of 
Hg.).  The  second  case  was  a 
tricyclic  overdose  which  alone  may 
have  caused  the  seizure. 

If  Physostigmine  therapy  is 
appropriate,  2 mg  of  the  drug  is 
diluted  in  10  ml  of  5 percent  dextrose 


in  water  or  normal  saline  and  given 
as  a bolus  over  five  minutes.  If  there 
is  no  response  after  20  minutes,  a 
second  dose  of  1-2  mg  is  considered. 
The  pediatric  dose  of  0.02-0.05  mg/kg 
given  over  five  minutes  may  be 
repeated  every  five  minutes  to  a 
maximal  dose  of  2 mg. 

Summary 

Jimson  weed  use  and  toxicity 
exists  in  the  Kanawha  Valley  and  a 
cluster  of  cases  over  the  last  two 
years  may  indicate  an  increasing 
usage  pattern.  Primary  care  physicians 
may  know  little  about  this  plant  but 
may  be  exposed  to  it  in  the  future. 

Unfortunately,  the  ready  availability 
of  jimson  weed  and  the  fact  that  it  is 
free  may  encourage  youth  to  try  it. 
Efforts  should  be  focused  on 
educating  the  teenagers  of  West 
Virginia  about  the  undesirable 
effects  of  this  plant. 

Treatment  for  patients  who  have 
ingested  jimson  weed  is  supportive 
with  activated  charcoal  and  gastric 
lavage.  Tachycardia  may  be  treated 
with  an  esmolol  drip  and  sedation 
with  careful  use  of  benzodiazepines. 
Physostigmine  (Antilirium®)  may  be 
considered  for  severe  side  effects 
such  as  hypertension,  seizures,  or 
life-threatening  arrhythmias. 
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Abstract 

This  article  presents  a rare  case  of 
well-differentiated  papillary 
villoglandular  adenocarcima  of  the 
uterine  cervix.  This  patient  had 
vaginal  bleeding  and  her  disease  was 
limited  to  the  cervix.  Since  1989,  a 
total  of  41  cases  have  been  reported 
in  the  literature  as  a distinct  entity.  In 
the  past,  this  tumor  was  included 
with  other  varieties  of 
adenocarcinomas  of  the  cervix  and 
not  as  a separate  entity.  Due  to  its 
excellent  prognosis,  papillary 
villoglandular  adenocarcinoma  of  the 
cervix,  may  be  treated  by  a procedure 
less  radical  than  a hysterectomy 
when  the  tumor  is  superficial  with  no 
vascular  or  lymphatic  invasion. 
Recognition  of  this  entity  and 
separation  from  other  varieties  of 
adenocarcinomas  of  the  uterine 
cervix  are  warranted. 


Introduction 

Of  all  invasive  carcinomas  of  the 
uterine  cervix,  10%-20%  are 
adenocarcinomas  (1-3).  Well- 
differentiated  papillary  villoglandular 
adenocarcinoma  of  the  uterine 
cervix  is  a relatively  uncommon 
tumor  (1).  Its  incidence  is  not  known. 

It  is  probable  that  this  tumor  has 
been  non-specifically  included  in 
the  serous  and  clear  cell  categories 
of  adenocarcinoma  of  the  uterine 
cervix  (4).  All  cases  reported  in  the 
literature  (1,5,6,10)  indicate  that 
well-differentiated  papillary 
villoglandular  adenocarcinoma  of 
the  uterine  cervix  has  an  excellent 
prognosis  compared  to  other 
varieties  of  adenocarcinomas. 

According  to  Young  and  Scully  (1), 
the  incidence  is  considerably  less 
than  the  10%-15%  incidence  of  other 
kinds  of  papillary  adenocarcinoma  of 
the  cervix.  All  42  cases,  including  the 
case  described  in  this  article,  are 
alive  and  well  with  no  evidence  of 
any  recurrence. 


Case  report 

A 44-year-old  white  woman 
gravida  3,  para  2 presented  with 
vaginal  bleeding  for  one  year.  She 
also  complained  of  passing  tissue 
fragments  through  the  vagina. 

Vaginal  examination  revealed  a 
large  friable  polypoid  exophytic 
lesion  occupying  the  entire  cervix 
and  measuring  7 cm  x 5 cm.  Loose 
tissue  fragments  were  collected 
from  the  vaginal  cavity  for  the 
pathological  exam  which  showed  a 
well-differentiated  papillary 
villoglandular  adenocarcinoma.  All 
other  exams  including  radiological 
studies  were  within  normal  limits. 
She  underwent  a radical  Wertheim 
hysterectomy  with  bilateral  pelvic 
lymphadenectomy.  She  has  been 
disease  free  for  more  than  6 months. 

Results 

Figure  1 shows  the  surface 
papillae  of  variable  thickness  on  the 
tumor,  lined  by  stratified  columnar 


Figure  1.  Well-differentiated  villoglandular  adenocarcinoma  of  the 
uterine  cervix  showing  surface  papillae  of  variable  thickness. 


186  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


Figure  2.  Papillae  are  lined  by  stratified  columnar  cells  with  mild 
cytological  atypia  and  have  central  cores  lined  by  benign  spindle  cells 
and  some  inflammatory  cells. 


Figure  3 • Infiltrating  portion  of  stroma  has  minimal  desmoplastic  reaction. 


cells  with  mild  cytological  atypia 
(Figure  2).  Few  mitoses  are  noted. 

Epithelial  cells  lining  the  papillae 
can  have  endometrial,  endocervical, 
or  intestinal  features  (7).  This  patient 
had  the  endocervical  type  of 
epithelium.  The  papillae  have 
central  cores  containing  benign 
spindle  cells  resembling  those  of 
normal  cervical  stroma  and  some 
inflammatory  cells  (Figure  2).  The 
infiltrating  portion  shows  branching 
glands  lined  by  the  same  type  of  the 
epithelium  as  the  papillae.  The 
stroma  has  minimal  desmoplastic 
reaction  (Figure  3).  No  vascular  or 
lymphatic  invasion  is  identified.  The 
hysterectomy  specimen  shows 
papillary  tumor  extending  into  less 
than  one-half  the  thickness  of  the 
wall  of  cervix. 

Discussion 

Well-differentiated  papillary 
villoglandular  adenocarcinoma  of 
the  uterine  cervix  was  first  recognized 
as  a distinct  entity  by  Young  and 
Scully  (1)  in  1989-  Since  then,  41 
cases  have  been  reported  in  the 
literature  (1,3,6,10).  It  is  a rare 
tumor,  most  commonly  found  in 
women  of  childbearing  age. 

Jones  et  al  (3)  reported  that  12  of 
their  24  patients  were  taking  birth 
control  pills.  It  is  likely  that  this 
tumor  was  included  in  the  past  with 
other  varieties  of  adenocarcinomas 
of  the  uterine  cervix  such  as  serous 
and  clear  cell  types  (1).  However, 
this  tumor  needs  to  be  classified  as 
a separate  entity  because  of  its 
excellent  prognosis.  In  textbooks 
(7,8),  as  well  as  in  the  World  Health 
Organization  International 
Histological  Classification  of 
Tumours  (9),  it  is  recognized  as  a 
tumor  of  separate  entity. 

Of  the  42  reported  cases  including 
the  present  case,  20  were  treated  with 
radical  Wertheim  hysterectomy  with 
bilateral  pelvic  lymphadenectomy,  12 
with  simple  hysterectomy,  four  with 
radiation  therapy,  and  six  with 
excisional  or  cone  biopsy.  At  the 
time  of  reporting,  all  42  patients, 
including  the  present  case,  were 
alive  and  well,  with  follow-up 
ranging  from  6 months  to  14  years. 


Because  of  its  excellent  prognosis, 
a conservative  surgical  approach 
may  be  the  choice  in  young  women 
in  order  to  preserve  reproductive 
function  (1).  Young  and  Scully  (1) 
also  felt  that,  unless  the  tumor  is 
invasive  in  the  cervix,  cone  biopsy  is 
the  therapy  of  choice.  If  the  cone 
biopsy  shows  margins  are  free  from 
tumor  and  no  more  than  3 mm 


depth  of  invasion  without  vascular 
or  lymphatic  invasion,  no  more 
surgery  is  indicated.  The  patient 
should  be  followed  with  great  care. 

Conclusion 

Well-differentiated  papillary 
adenocarcinoma  villoglandular  of 
the  uterine  cervix  is  a distinct  entity. 
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Because  of  its  excellent  prognosis, 
the  patient  may  need  less  radical 
surgery  with  a view  to  preserve  the 
reproductive  function. 
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and  life  agent  or  T888-644-BLTE. 


Mountain  State 
BlueCross  BlueShield 

) ou  Can  Trust  the  Best. 


An  independent  licensee  of  the  Blue  Cross  and  Blue  Shield  Association. 

® Registered  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  association  of  independent  Blue  Cross  and  Blue  Shield  plans 


General  News 


Chang  to  be  installed  as  WVSMA  president 


Clarksburg  surgeon  Thomas  H. 
Chang,  M.D.,  F.A.C.S.,  will  deliver 
his  presidential  address  “Unity  and 
Harmony  in  Medicine”  when  he 
takes  the  presidential  oath  of  office 
on  Saturday,  August  23  during  the 
WVSMA’s  130th  Annual  Meeting  at 
The  Greenbrier. 

Dr.  Chang  received  his  M.D.  degree 
at  Yonsei  University  School  of 
Medicine  and  he  received  his  surgical 
residency  at  Charleston  General 
Hospital  in  Charleston  and  the  West 
Virginia  University  Medical  Center  in 
Morgantown.  After  his  residency, 

Dr.  Chang  went  into  private  practice 
in  Clarksburg.  A very  active  member 
of  the  medical  staff  at  United 
Hospital  Center  in  Clarksburg,  Dr. 
Chang  served  as  chief  of  surgery, 
president  of  the  medical  staff  from 
1989-1990,  and  presently  is  an  officer 
of  the  board  of  directors. 

Dr.  Chang  is  a clinical  professor 
of  surgery  at  the  West  Virginia 
University  School  of  Medicine  and 
is  a clinical  professor  of  medical 
science  at  Alderson  Broaddus 


Chang 


College.  He  also  serves  as  a 
surgical  consultant  at  Johnson  V.A. 
Medical  Center  in  Clarksburg. 

Dr.  Chang  is  a diplomate  of  the 
American  Board  of  Surgery  and  a 
fellow  of  the  American  College  of 
Surgeons,  the  American  Society  of 
Gastrointestinal  Endoscopy,  the 
Society  of  American  Gastrointestinal 
Endoscopic  Surgeons,  the 


Southeastern  Surgical  Congress,  the 
International  College  of  Surgeons 
and  the  American  Society  of  General 
Surgeons.  A past  president  of  the 
West  Virginia  Chapter  of  the  American 
College  of  Surgeons,  the  West  Virginia 
Gastrointestinal  Society  and  the 
Severance  Surgical  Society,  Dr.  Chang 
is  also  a member  of  the  AMA  and 
the  Panpacific  Surgical  Association. 

Dr.  Chang  has  served  in  a number 
of  roles  at  the  WVSMA  since  he 
became  a member  in  1970.  He  was 
chairman  of  the  WVSMA  Surgery 
Section  from  1990-96  and  has  been 
a member  of  the  WVSMA  Committee 
on  Medical  Education  since  1990. 
From  1992-93,  he  served  as  chairman 
of  the  Annual  Meeting  Program 
Committee  and  was  elected  vice 
president  of  the  WVSMA  in  1995 
and  president-elect  in  1996.  In 
addition,  Dr.  Chang  has  also  had 
several  articles  published  in  the 
West  Virginia  Medical  Journal. 

Dr.  Chang  and  his  wife,  Wha  Ja, 
are  the  parents  of  two  daughters, 
Eileen  and  Stephanie. 


Fortunato  to  take  office  as  president  of  Alliance 


In  conjunction  with  the  WVSMA’s 
Annual  Meeting,  the  WVSMA  Alliance 
will  conduct  its  Annual  Meeting 
August  21-23  at  The  Greenbrier. 

WVSMAA  president  Amy  Ricard 
will  preside  over  the  convention 
meetings,  and  at  the  conclusion  of 
the  Second  Session  of  the  WVSMAA 
House  of  Delegates  AMAA 
President-Elect  Colleen  Adam  will 
deliver  the  oath  of  office  to  the  new 
WVSMAA  President  Kathy  Fortunato 
and  the  other  new  WVSMAA  officers. 
SMA  President  Sancy  McCool  and 
several  state  presidents  will  also  be 
attending  this  year’s  meeting. 


Fortunato 


The  new  president  of  the  WVSMA 
Alliance  Kathy  Fortunato  is  a 
graduate  of  the  University  of  Toledo 
School  of  Nursing.  She  joined  the 
Ohio  County  Medical  Society 
Alliance  in  1985  when  her  husband, 
Michael,  was  a family  practice 
resident  at  Wheeling  Hospital.  She 
served  as  president  of  the  Ohio 
County  Medical  Society  Alliance 
from  1992-93  and  continues  to  be  a 
very  active  member.  On  the  state 
level,  Kathy  served  as  health 
projects  chair  from  1993-95,  and 
was  elected  vice-president  in  1995 
and  president-elect  in  1996. 


1 90  THE  WEST  VIRGINIA  MEDICAL  JOURNAL 


The  Fortunatos  have  four 
children,  Joe,  Andrea,  Nicholas  and 
Christina.  In  addition  to  her  Alliance 
activities,  Kathy  works  part  time  in 
Dr.  Fortunato’s  office  in  Wheeling 
and  is  an  active  member  of  her 
children’s  PTA  groups  and  St.  Michael 
Parish.  Kathy  also  serves  on  the 
boards  of  the  VNA  of  the  Upper 
Ohio  Valley  and  the  YWCA  of 


Wheeling,  and  is  a member  of  the 
Executive  Board  of  the  Wheeling 
Symphony  Society  Auxiliary  and  the 
auxiliaries  of  Ohio  Valley  Medical 
Center  and  Wheeling  Hospital. 

In  addition  to  the  business  and 
recreational  activities  which  are 
planned  for  this  year’s  WVSMAA 
convention,  alliance  members  are 
encouraged  to  attend  the  Thomas  L. 


At  Annual  Meeting 

Dr.  McAfee  to  speak  at  Surgery 
Section  Breakfast  Meeting 


Robert  E. 
McAfee,  M.D. 
who  was 
president  of  the 
AMA  from 
1994-95,  will  be 
the  special 
guest  speaker 
for  the  WVSMA 
McAfee  Surgery  Section 

Breakfast 

Meeting  on  Friday,  August  22  at 
7 a.m.  in  the  Chesapeake  Bay 
Room  at  The  Greenbrier.  “New 
Accreditation  Criteria  for  Specialists 
in  the  Managed  Care  Era”  will  be 
the  title  of  Dr.  McAfee’s  lecture. 


Reservations  must  be  made  in 
advance  to  attend  this  breakfast 
meeting  which  will  be  presided 
over  by  Dr.  Daniel  Foster,  chairman 
of  the  WVSMA  Surgery  Section.  In 
addition  to  this  lecture,  Dr.  McAfee 
will  also  deliver  this  year’s  Thomas 
L.  Harris  Address  {see  article  above), 
which  will  be  presented  at 
10:30  a.m.  that  morning  and  is 
entitled  “Family  Violence:  Doctor,  I 
Need  Your  Help.  ” 

If  you  would  like  to  attend  the 
Surgery  Section  Breakfast  Meeting, 
please  phone  Nancie  Albright  or 
Shirleen  Lipscomb  at  the  WVSMA 
at  (304)  925-0342. 


New  restaurants  open  at  The  Greenbrier 


Two  new  restaurants  have 
recently  opened  at  The  Golf  Club  at 
The  Greenbrier. 

The  new  Sam  Snead’s  at  The  Golf 
Club  offers  guests  fine  dining  in  a 
casual  and  relaxed  environment.  An 
a la  carte  luncheon  is  available  from 
11:30  a.m.  - 3 p.m.,  and  dinner  is 
included  in  The  Greenbrier’s  Modified 
American  Plan,  so  it  is  an  option  to 
dining  in  the  more  formal  Main 
Dining  Room.  For  reservations,  call 
ext.  7236,  or  ext.  7178  after  5 p.m. 

The  other  new  restaurant, 
Slammin’  Sammy’s  provides  guests 
an  opportunity  to  enjoy  both 
afternoon  and  late  evening  food 
and  beverage  offerings.  It  is  located 


adjacent  to  Sam  Snead’s  at  The  Golf 
Club  and  features  multiple  ultra-large 
video  screens  to  view  sports  events. 
In  the  late  evening,  Slammin’ 
Sammy’s  provides  a wide  variety  of 
musical  entertainment. 

Dress  code  for  both  restaurants  is 
casual  with  sweaters  and  jackets  for 
men  (no  ties  required)  and  similiar 
attire  for  women.  Complimentary 
transportation  is  available  to  and 
from  The  Golf  Club. 


Harris  Address  which  will  be 
delivered  by  Robert  E.  McAfee,  M.D., 
who  was  president  of  the  AMA  from 
1994-95.  Dr.  McAfee’s  speech,  “Family 
Violence:  Doctor,  I Need  Your  Help,  ” 
and  will  be  presented  on  Friday, 
August  22  at  10:30  a.m.  Alliance 
members  are  invited  to  attend  as 
special  guests  in  honor  of  all  their 
efforts  to  stop  family  violence. 

Procedures,  schedule 
outlined  for  House  of 
Delegates  meetings 

John  D.  Holloway,  M.D.,  speaker 
of  the  WVSMA  House  of  Delegates, 
and  Harry  Shannon,  M.D.,  vice 
speaker  of  the  House,  are  stressing 
that  delegates,  alternate  delegates 
and  everyone  involved  with  this  year’s 
House  of  Delegates  meetings  be 
prompt  and  follow  new  procedures. 

The  First  Session  of  the  House  of 
Delegates  will  convene  at  9 a.m.  on 
Friday,  August  22  and  end 
approximately  at  noon.  The  Second 
Session  will  start  at  9:15  a.m. 
Saturday,  August  23.  There  will  be  a 
90-minute  break  for  lunch  after 
which  the  House  will  reconvene 
and  continue  until  all  items  of 
business  have  been  completed.  It  is 
important  that  participants  be 
present  for  the  entire  time  period. 

There  are  significant  changes 
planned  for  conducting  nominations 
and  elections  for  officers  and  AMA 
delegates  this  year.  Nominations  for 
candidates  will  occur  at  the  end  of 
the  First  Session  of  the  House  on 
Friday.  Those  candidates  who 
choose  to  do  so  may  address  the 
House  at  that  time  in  a speech  not 
to  exceed  two  minutes.  Nominations 
from  the  floor  may  be  made  at  that 
time.  After  the  end  of  the  session 
there  will  be  no  opportunity  for 
other  nominations. 

Voting  for  these  candidates  will 
occur  from  7:30  a.m.  - 9 a.m.  Saturday 
morning  prior  to  the  start  of  the 
Second  Session.  Please  vote  early  to 
avoid  congestion  at  the  end  of  this 
time  period.  Voting  will  cease  at  9 a.m. 

(Continued  on  next  page) 
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Annual  fund-raising  seminar  for  Health  Access 
held  in  Pittsburgh  by  Dr.  Chinmay  Datta 


Some  of  the  participants  at  the  Fourth  Annual  Seminar  in  Pathology  pose  for  a group  portrait  with  Dr.  Chinmay  K.  Datta, 
pathologist  at  United  Hospital  Center  (front  row  third  from  left),  who  directed  and  organized  the  seminar. 


The  Fourth  Annual  Seminar  in 
Pathology  was  held  at  Pittsburgh’s 
Marriott  City  Center  from  May  1-4  to 
raise  funds  to  benefit  Health  Access, 
the  free  clinic  in  Clarksburg.  United 
Hospital  Center  (UHC)  in  Clarksburg 
sponsored  the  educational  seminar, 
which  was  directed  and  organized 
by  Dr.  Chinmay  K.  Datta,  pathologist 
at  United  Hospital  Center. 

A total  of  114  pathologists  and 
cytotechnologists  registered  for  the 
seminar,  which  featured  12  speakers. 
Over  the  past  four  years,  more  than 
350  pathologists  and  cytotechnologists 
have  attended  this  seminar  and  more 
than  $74,000  has  been  donated  to 
charities,  of  which  $68,000  has  been 

Procedures 

( continued  from  previous  page) 

and  election  results  will  be 
announced  during  the  Second 
Session  of  the  House.  Any  run-off 
elections  will  then  take  place.  It  is 
hoped  that  this  new  process  will 
simplify  and  expedite  the  election 
process. 


donated  to  Health  Access.  This  year, 
all  of  the  $20,00  proceeds  were 
donated  to  Health  Access. 

“This  kind  of  fund-raising  seminar 
is  unique  and  is  probably  one  of  a 
kind  in  this  country,”  Dr.  Datta  said. 
“The  attraction  of  this  seminar  is  that  a 
part  of  the  seminar’s  fee  is  deductible 
as  a charitable  contribution.  It  is 
beneficial  to  both  Health  Access  free 
clinic  and  the  participants  because 
the  free  clinic  receives  a good 
amount  of  money  from  the 
registration  fee,  and  the  participants 
receive  a high-standard  of  medical 
education.  Many  participants  liked  it 
very  much,  and  even  some  of  them 
commented  that  they  will  come 


This  year’s  WVSMA  Annual 
Meeting  will  feature  a free  evening 
of  entertainment  with  the  Santa  Cruz 
Band  at  Kate’s  Mountain  on  Friday, 
August  22  from  9:30  p.m.  - midnight. 

The  Santa  Cruz  Band  plays  a 
wide  variety  of  music  from  the 
1940s  to  the  1990s.  Their  repertoire 


back  next  year  because  the  money  is 
going  for  a good  cause.” 

Bruce  Carter,  CEO  and  president 
of  UHC,  spoke  to  the  participants 
regarding  the  purpose  of  Health 
Access  and  the  need  for  funding. 
Sharon  Humphreys,  CMSC,  manager 
of  medical  staff  services  at  UHC, 
served  as  co-organizer  for  the 
seminar  and  some  of  the  other 
individuals  who  assisted  with  the 
seminar  were  Subhra  Datta,  a 
member  of  the  board  of  Health 
Access;  Lenora  Dotson,  UHC 
auxiliary  volunteer;  Suzanne  Hornor, 
director  of  public  relations  at  UHC; 
and  Denise  Steffich,  administrative 
secretary  at  UHC. 


consists  of  more  than  500  songs. 
Refreshments  for  this  event  are 
being  provided  courtesy  of 
SmithKline  Beecham. 

Tickets  for  this  free  event  will  be 
available  at  the  WVSMA  Registration 
Desk  and  free  transportation  is 
being  provided  by  The  Greenbrier. 


Join  in  the  fun  at  Kate's  Mountain! 
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Dr.  Daniel  Doyle  named  rural 
health  practitioner  of  the  year 


Daniel  Barry  Doyle,  M.D.,  of 
Scarbro,  is  the  recipient  of  the 
National  Rural  Health  Association’s 
Rural  Health  Practitioner  of  the  Year 
Award  for  1997. 

Dr.  Doyle  is  a native  of  South 
Bend,  Ind.,  who  received  his  M.D. 
degree  from  Harvard  University  in 
1974.  He  interned  at  Cambridge 
Hospital  in  Cambridge,  Mass.,  and 
then  completed  his  family  practice 
residency  at  the  University  of 
Massachusetts  in  Worchester,  Mass. 

In  1977,  Dr.  Doyle  came  to  West 
Virginia  to  serve  as  the  medical 
director  and  family  physician  at  the 
New  River  Family  Health  Center  in 
Scarbro  in  Fayette  County,  and  for 
the  past  20  years  he  has  been 
committed  to  serving  the  health  care 
needs  of  southern  rural  West 
Virginia  communities.  Dr.  Doyle  is 

Dr.  Scaring  honored 
for  his  military  service 

Captain  William  A.  Scaring,  M.D., 
of  Beckley  was  honored  for  his 
distinguished  career  with  the  U.S. 
Navy  on  June  21  during  a full  military 
retirement  ceremony  in  Cross  Lanes. 

The  Massachusetts  native  joined 
the  Navy  in  I960  and  earned  his 
credentials  as  an  obstetrician/ 
gynecologist  during  his  12-year  tour 
of  duty.  Following  an  honorable 
discharge  in  1972,  Scaring  signed  on 
with  the  Naval  Reserve  and  entered 
private  practice  in  Chicago.  In  1987, 
Dr.  Scaring  moved  to  Beckley  and 
accepted  his  current  position  as  a 
member  of  the  medical  staff  at 
Associates  in  OB/GYN. 

Dr.  Scaring  and  his  wife,  Carole, 
who  is  a very  active  member  of  the 
WVSMA  Alliance,  attended  the 
ceremony  with  their  four  children 
and  their  families.  The  Scarings’  son, 
LCDR  (SEL)  William  E.  Scaring 
served  as  presenter,  and  Mrs.  Scaring 
was  also  honored  for  her  support  of 
her  husband’s  military  career. 


currently  the  full-time  family 
physician  for  the  New  River  Family 
Health  Center.  In  his  position,  he  is 
responsible  for  long-term  primary 
care  for  approximately  1,000  hospital, 
home  and  nursing  home  patients. 

In  addition  to  his  role  at  New 
River,  Dr.  Doyle  is  the  director  of 
medical  education  for  the  New  River 
Health  Association  and  the  Fayette, 
Raleigh  and  Nicholas  Rural  Health 
Initiative  Consortium.  He  has  been 
instrumental  in  this  association, 
which  was  designed  to  provide 
rural  medical  education  for  students 
and  is  the  lead  agency  of  eight  rural 
health  consortiums  in  West  Virginia. 

A diplomate  of  the  American 
Board  of  Family  Practice,  Dr.  Doyle 
has  been  a WVSMA  member  since 
1978  and  is  a member  of  the  Fayette 
County  Medical  Society. 

Osteoarthritis 
materials  available 

The  American  College  of 
Rheumatology  in  conjunction  with 
its  recent  seminar  entitled  “Power 
Over  Osteoarthritis  Pain,  ” has 
produced  a variety  of  free  materials 
for  patients  and  physicians  regarding 
osteoarthritis. 

For  more  information,  phone 
1-888-243-6686. 

Smoking  cessation  catalog 
offered  to  obstetricians, 
pediatricians  for  patients 

A new  catalog,  developed  by  the 
University  of  Alabama  School  of 
Medicine  in  response  to  the  AHCPR 
Clinical  Practice  Guidelines  on 
Smoking,  offers  obstetricians  and 
pediatricians  a variety  of  items  and 
programs  to  help  their  patients  quit 
smoking. 

For  a free  copy  while  supplies 
last,  phone  1-800-322-1468. 


Medical  Meetings 

September 

2-5  - The  Second  Annual  Disease 
Management  Congress:  Building 
an  Infrastructure  for  Total  Health 
Managment,  Washington,  D.C. 

5 - Sleep  Medicine  ‘97,  Dublin,  Ohio 

7-10  - American  Academy  of 
Otolaryngology-Head  and  Neck 
Surgery,  San  Francisco 

4-6  - American  Academy  of  Facial 
Plastic  and  Reconstructive 
Surgery,  San  Francisco 

20- 26  - College  of  American 
Pathologists,  Philadelphia 

21- 24  - National  Association  for 
Healthcare  Quality,  Orlando,  Fla. 

26-28  - American  College  of 
Nutrition,  New  York 

27  - Telemedicine:  Past,  Present 
and  Promise,  Baltimore,  Md. 

28-Oct.  1 - American  Neurological 
Association,  San  Diego 

October 

12- 17  - American  College  of 
Surgeons,  Chicago 

13- 19  - American  College  of 
Emergency  Physicians,  San 
Francisco 

15-17  - Twenty-Fourth  Annual 
Recent  Advances  in  Clinical 
Medicine,  Charlottesville,  Va. 

17  - Society  for  Pediatric 
Anesthesia,  San  Diego 

17- 21  - American  Society  of 
Bariatric  Physicians,  Las  Vegas 

18- 22  - American  Society  for 
Reproductive  Medicine, 

Cincinnati 

23-25  - New  Techniques  and 
Concepts  in  Cardiology, 
Washington,  D.C. 

26-30  - American  College  of 
Occupational  and  Environmental 
Medicine,  Nashville 
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THE  GREENBRIER  WELCOMES 
THE  WEST  VIRGINIA  STATE 
MEDICAL  ASSOCIATION 


Working  together  is  a West  Virginia 
tradition;  building  strong  partnerships, 
contributing  to  a better  future  for  us  all. 
The  Greenbrier  is  proud  to  be  a 
part  of  this  tradition  and 
prouder  still  to  host  your  meeting. 

We  look  forward  to  welcoming  you 
to  The  Greenbrier. 

For  information  or  reservations  call 
(800)  624-6070  or  (304)  336-1110. 


West  Virginia  24986 
A CSX  Resort 

A member  of 

^ThfJeadin^Hotels  of thcFWorld' 


Highlights  of  the  WVSMA  Annual  Meeting 


Tuesday,  August  19 


6 p.m.  WVSMA  Executive  Committee  Dinner/Business  Meeting 


Wednesday,  August  20 


Noon  -1:30  p.m. 
1 :30  - 4:30  p.m. 
6:30  - 7:30  p.m. 

Executive  Committee/Council  Luncheon 
WVSMA  Council  Meeting 
Presidential  Reception 

Thursday,  August  21 


7-8:30  a.m. 

8:30  a.m. -Noon 

WVSMA  Committee  on  Medical  Education  Breakfast  Meeting 

Pain  Relief:  Options  and  Controversies 

" Management  of  Cancer  and  Non-Cancer  Pain  " - Albert  M.  Brady,  M.D. 

“ Hospice : Playing  Team  Ball  in  the  Fourth  Quarter"  - Stephen  L.  Sebert,  M.D. 

"How  Should  We  Respond  If  and  When  Palliative  Care  Fails”  - Timothy  E.  Quill,  M.D. 

"How  to  Manage  Pain  and  Keep  Your  License  " - A.  Paul  Brooks,  M.D.  & Deborah  L.  Rodecker,  J.D 
Panel  Question  and  Answer 

Noon-l:30  p.m. 

Lunch  and  Learn  (limited  space) 

"Was  Barter  Better?  Changes  in  Physician  Compensation ” - James  L.  Comerci,  M.D. 
Panel:  Visiting  dignitaries 

2 p.m. 

4:30  p.m. 

5-6  p.m. 
6:30-7:30  p.m. 

Golf,  Tennis,  and  Volleyball  Tournaments 

WESPAC  Board  Meeting 

1998  Annual  Program  Committee  Meeting 

Reception  - Hosted  by  Medical  Assurance  of  WV  and  Acordia  of  WV 

, August  22 


7:00  a.m.-  8 a.m. 
9 a.m. 

WVSMA  Section  on  Surgery  Breakfast  Meeting  - Chesapeake  Bay 
First  Session  of  the  House  of  Delegates 

AMA-ERF.  and  other  award  presentations 

Edmund  B.  Flink  Address  - “ Evolution  of  Pneumococcal  Disease:  1970s  - 1990s"  - Maurice  A.  Mufson.  M.D. 
Thomas  L.  Harris  Address  - “ Family  Voilence:  Doctor.  I Need  Your  Help  ” - 
Robert  E.  McAfee,  1994-1995  AMA  President 
Constitution  and  Bylaws  Committee  Report 
Announcement  of  1997-98  Candidates  for  Office 
WVSMA  Presidential  Address  - Ronald  E.  Cordell,  M.D. 

Noon-1 :30  p.m. 

Lunch  and  Learn  (limited  space) 

"Workers ' Compensation:  Best  of  Times  & Worst  of  Times  for  Treating  Physicians  and 
Consulting  Physicians"  Edward  J.  Doyle,  M.D. 

Panel:  AMA  President  and  other  visiting  dignitaries 

Noon 

Specialty  Meetings  - Various  chapters  of  West  Virginia  Specialty  Societies  will  be  scheduled  for 
luncheon/business  and  scientific  meetings.  Times  and  locations  will  be  noted  in  the  official  program. 

1:30  p.m. 
5:30-6:30  p.m. 
9:30-Midnight 

Resolutions  Committee  - Open  Session 

Reception  - Hosted  by  West  Virginia  University  and  Marshall  Schools  of  Medicine 
Entertainment  - “Santa  Cruz  Band”  - Kate’s  Mountain 
Refreshments  courtesy  ofSmithKline  Beecham 

Saturday,  August  23 


7:30  a.m. 
8-9  a.m. 

Breakfast  Meetings  (times  and  locations  to  be  announced) 
Delegate  Registration  and  Voting 

9:15  a.m. 

Second  Session  of  the  WVSMA  House  of  Delegates 

"Health  System  Reform  1997  and  Washington  Update  ” - Percy  Wootton,  M.D.,  AMA  President 
Announcement  of  Election  Results 

Noon-1 :30  p.m. 

WVSMA  Component  and  Specialty'  Society  Presidents.  Past  Presidents, 
Visiting  State  Presidents  and  50-Year  Graduates  Luncheon 

1 :30  p.m. 

Reconvene  Second  Session  of  the  House  of  Delegates 

WVSMA  Resolutions  Committee  Report 
Installation  of  Officers 

4-5  p.m. 

Oath  of  Office  and  Presidential  Address  - Thomas  H.  Chang.  MD 
Reception  honoring  newly-installed  officers  of  WVSMA  and  Alliance 

Are  y 


The  west  Vtrmnk  State  Medici.  Assocation's 


130th  Annual  Meeting 

The  Greenbrier 

August  20  - 23,  1997 


• Scientific  Sessions 

• Tournaments 

• Speciality  Meetings 

• Exhibits 

• Lunch  & Learn 

• Entertainment  • Receptions 

Plus,  enjoy  all  the  amenities  and  wonderful  atmosphere  of  The  Greenbrier! 

1997  Annual  Meeting 


Name 

Registration: 

WVSMA  member 

$125 

Non-member 

$175 

Address 

Additional: 

City 

State 

Zip 

Thursday,  August  21 

Physician 

$50 

Lunch  & Learn 

Spouse/Student 

$35 

County 

Specialty 

(CME  credit) 

Phone 

Fax 

Friday,  August  22 

Physician 

$50 

Payment  by:  Check 

Visa 

Mastercard 

Lunch  & Learn 

Spouse/Student 

$35 

Card  Number 

If  paying  by  check,  please  send  registration  form  and  check 

Expiration  Date 

West  Virginia  State  Medical  Association, 

r.u.  itsox  4iuo,  cnarieston,  w v zj jo4 

Signature 

Thursday  afternoon 
Noon  - 1 :30  p.m. 
for  more  information 
call  (304)  925-0342 


Join  us  for  WVSMA's  Lunch  & Learn, 

ter  Better?  Changes  in  Physician  Compensation 
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Friday  afternoon 
Noon  - 1 :30  p.m. 
for  more  information 
call  (304)  925-0342 


Feeling  Competitive? 

Join  us  for  the  Annual  Meeting 
Tournaments  on  Thursday, 
August  21! 


To  Register  for: 


• Tennis  Signup  at  the  WVSMA 
Registration  Desk 


Golf  Chairman 
Jeffrey  A.  Stead,  M.D. 

Sponsored  by  Oasis  Pain  Management 

Tennis  Chairman 
Reginald  J.  McClung,  M.D. 

Sponsored  by  Ac  or di  a ofWV 


• Golf 


Please  call  (304)  536-7862 
for  tee  times. 


• Volleyball 


For  more  information,  please  call 
Christina  at  the  WVSMA,  (304)  925-0342. 


Volleyball  Chairmen 
Ron  D.  Stollings,  M.D. 

James  L.  Comerci,  M.D. 

Sponsored  by  Novartis  Pharmaceuticals 


Sign  up  at  the  WVSMA 
Registration  Desk 
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Santa  Cruz  Band 

Kate’s  Mountain  K 

Friday,  August  22  • 

9:30  p.m. — Midnight 

Shuttle  service  will  be  available  at  the  front  entrance  of 

The  Greenbrier  from  9-9:15  p.m.  ^ 


o 


The  Santa  Cruz  Band  plays  a wide  variety  of  music  from  the  1940s  to  the  90s. 
Artists  and  song  selections  range  from  the  B-52’s  to  Frank  Sinatra  to  Willie 
Nelson.  The  Santa  Cruz  Band’s  repertoire  consists  of  more  than  500  songs! 


Plan  to  join  us  on  Kate’s  Mountain  for  an  evening 
of  music,  dancing  and  entertainment! 


Refreshments  courtesy  ofSmithKline  Beecham 


WVSMA  Annual  Meeting 

Exhibitors 


BOOTH  #1 
Rhone-Poulenc  Rorer 

Michael  Ball 

BOOTH  #31 

The  P.I.E.  Mutual  Insurance  Company 

John  Hall 

BOOTH  #3 
WVSMA  Alliance 

Kathy  Fortunato 

BOOTH  #32 

Roberts  Pharmaceutical  Corporation 

Jim  Hicks 

BOOTH  #4 

Family  Medicine  Foundation  of  WV 

Chris  Ferrell 

BOOTH  #33 
Astra  U.S.A. 

Jackie  Funk,  Tammy  West 

BOOTH  #10 

American  Dairy  Association  and  Dairy 
Council 

BOOTH  #34 

Wyeth-Ayerst  Laboratories 

Karen  Corrigan,  Marlow  Gutierrez 

Dixie  Copley 

BOOTH  #13 
HealthSouth 

BOOTH  #35 

EDA  & Associates,  Inc. 

Lisa  Averion,  David  Averion 

Michelle  Anderson 

BOOTH  #14 

OHIC  Insurance  Company 

Larry  Kimble,  Melissa  Dennison,  Doug  Dennison 

BOOTH  #36 

American  Express  Financial  Advisors 

Ray  Morton,  Jerry  Adams,  Peter  Ramano,  Charles 
Evans,  John  Bane 

BOOTH  #15 
SmithKline  Beecham 

Terry  Adkins,  Julie  Farris,  Norman  Wanner 

BOOTH  #37 
Highland  Hospital 

Jim  Strawn 

BOOTH  #18 
Pfizer  Inc. 

Vanessa  Harris 

BOOTH  #38 
Health  Care  Alliance 

Bonnie  Roy-Oar,  Dr.  Tony  Kelly 

BOOTH  #21 

Bristol-Myers  Squibb  Company 

Jerri  Kaufman 

BOOTH  #41 

SmithKline  Beecham  Pharmaceuticals 

Lori  Saber,  Kevin  Carpenter,  John  Lips,  DSM 

BOOTH  #28 

Dean  Witter  Reynolds  Inc. 

Doug  Stead,  Justin  Woelper 

BOOTH  #42 

Medical  Practice  Financial  Management 

Ruth  Wood,  R.N.,  C.P.A. 
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BOOTH  #43 

U.S.  Army  Health  Care  Recruiting  Team 

Sergeant  First  Class  Harold  Clewey 

BOOTH  #45 

West  Virginia  Medical  Institute 

Mabel  Stevenson,  M.D.,  Betty  Kirkwood, 
Rebecca  Fain  Cochran,  Mark  Stephens,  M.D., 
Nadine  Cogar  Goff 

BOOTH  #46 

Solvay  Pharmaceuticals 

John  King,  Tom  Dovel,  Jim  Hagood,  Bill  McCue 

BOOTH  #47 
Glaxo  Wellcome,  Inc. 

John  Thomas,  Stu  Sergent,  Robin  Turnbull, 

Jeff  Bumgardner 

BOOTH  #48 

WV  Bureau  for  Public  Health,  Office  of 
Community  & Rural  Health  - Pediatrics 
Health  Program 

Frank  Guthrie 

BOOTH  #49 

WV  Bureau  for  Public  Health,  Office  of 
Community  & Rural  Health  - Division  of 
Recruitment 

Tammie  Starcher,  Martha  Endres 


BOOTH  #51 

West  Virginia  University  - PET  Center 

Sahara  Allshallah,  Penny  Powell, 

Naresh  Gupta,  M.D. 

BOOTH  #52 

Robert  C.  Byrd  HSC  of  WVU 

Cecil  Calloway,  Joseph  Antonini,  Karen  Sickles 

BOOTH  #53 

Schering  Oncology/Biotech 

Diane  Hackney  Oliver 

BOOTH  #54 

Marshall  University  School  of  Medicine 

Gay  Jackson,  Beth  Hammers 

BOOTH  #55 
Acordia 

Scott  Atkins,  Tim  Mitchell 

BOOTH  #56  & 57 
Medical  Assurance 

Steve  Brown,  Michele  Myers,  Chuck  Ellzey, 

Jim  Cates,  Tamara  Lively,  Rob  Vass,  A.  Derrill 
Crowe,  Martin  Ennis,  Kathi  Burton,  Rob  Francis, 
Tim  Rose 


Support  Our  Exhibitors!!! 

Exhibits  are  an  integral  part  of  the  Annual  Meeting  and  become  a valuable  adjunct  to  the 
scientific  program.  The  income  from  rental  of  exhibit  space  enhances  our  budget  and  allows 
us  to  offer  you  a top-notch,  professional  meeting,  including  the  ability  to  attract  a number  of 
well-known  speakers. 

So,  please  take  time  to  visit  each  exhibit  booth  and  talk  with  the  representatives  about  the 
products,  services  or  programs  their  companies,  schools  and  organizations  have  to  offer  you. 
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WVSMA  Annual  Meeting 
Delegates  & Alternates 


BOONE  (2)  -DELEGATE:  - Ron  D.  Stollings 

ALTERNATES:  - Robert  B.  Atkins 

BROOKE  (2)  - DELEGATES:  Patsy  P.  Cipoletti  Jr.,  Joseph  J. 
DePetro  III 

CABELL  (13)  -DELEGATES:  Paul  A.  Blair,  Maurice  J.  Day  Jr., 
Joseph  E.  Evans,  Michael  A.  Kilkenny, 

G.  William  Lavery,  Carl  F.  McComas,  James 

H.  Morgan  III,  Jose  I.  Ricard,  Thomas  F. 

Scott,  Jack  R.  Steel,  Marc  A.  Subik,  Joseph  B. 
Touma,  Omayma  T.  Touma,  Elaine  M.  Young 
ALTERNATES:  - George  R.  Beneke,  William 
J.  Echols 

CENTRAL  WV  (3)  -DELEGATES:  Rigoberto  R.  Ramirez, 
Joseph  B.  Reed,  Frank  A.  Scattaregia 
ALTERNATES:  Clemente  Diaz,  Arnold 
F.  Gruspe,  Arturo  B.  Sabio 

EASTERN  PANHANDLE  (5)  - Names  not  submitted 

FAYETTE  (3)  - DELEGATES:  Joe  N Jarrett 

ALTERNATES : Enrique  Aguilar 

GREENBRIER  VALLEY  (3)  - Thomas  S.  Kowalkowski,  Alan 

Lee 

HANCOCK  (3)  -DELEGATES:  Brijunder  S.  Kochhnar, 
Antonio  S.  Licata,  Gurdev  S.  Purewal 
ALTERNATES-.  Ray  S.  Greco,  Samuel  D. 
Licata 

HARRISON  (5)  -DELEGATES:  Cordell  A.  De  LaPena, 

Erlinda  L.  De  LaPena,  Robert  D.  Hess 

KANAWHA  (19)  - DELEGATES : Bipinchandra  H.  Avashia, 
Bruce  L.  Berry,  Nicholas  Cassis,  Ronald  E. 
Cordell,  W.  Alva  Deardorff,  Donald  E. 
Farmer,  Michael  O.  Fidler,  Albert  F.  Heck, 
Michael  J.  Lewis,  Tony  C.  Majestro, 
Jimmie  L.  Mangus,  R.  Sam  Oliver,  David 
M.  Ritchie,  William  G.  Sale,  Lee  L.  Neilan, 
Joseph  T.  Skaggs,  Ralph  S.  Smith,  Elizabeth 

L.  Spangler 

ALTERNATES:  Moutassem  B.  Ayoubi, 
Gina  R.  Busch,  Sandra  Y.  Elliott,  E.  Reed 
Heywood,  Mohammad  Z.  Khan,  Chandra 

M.  Kumar,  Lester  Labus,  Reginald  J. 
McClung,  Samuel  S.  Newman,  Robert  E. 
Stone,  Edward  H.  Tiley,  III,  John  A.  Willis 

LOGAN  (3)  -DELEGATES'.  Raymond  O.  Rushden,  S.  N. 
Subramaniam,  Rajendra  P.  Valiveti 
ALTERNATES:  Joby  Joseph,  Ramanathan 
Padmanaban 

MARION  (4)  - Names  not  submitted 


MARSHALL  (2)  - Names  not  submitted 

MASON  (2)  - DELEGATES:  Suresh  K.  Agrawal,  Frederick 
LaCarbonara 

ALTERNATES:  Randall  F.  Hawkins,  Ismael  O. 
Jamora 

MCDOWELL  (2)  - Names  not  submitted 

MERCER  (5)  - Names  not  submitted 

MONONGALIA  (19)  -DELEGATES:  Paul  L.  Clausell, 

Vadrevu  K.  Raju,  Joseph  B.  Selby, 
Jeffrey  A.  Stead,  Richard  M.  Vaglienti, 
Dorian  J.  Williams 

OHIO  (10)  - DELEGATES:  Dennis  L.  Burech,  Mary  Ann 

Nicholas  Cater,  Rodney  L.  Curtis  III,  Michael  A. 
Fortunato,  Rick  A.  Greco,  Sushil  K.  Mehrotra, 
Dennis  R.  Niess,  William  E.  Noble,  Romeo  C. 
Reyes,  Daniel  W.  Wilson 
ALTERNATES:  Terry  L.  Elliott,  John  D. 
Holloway,  Geoffrey  L.  Ruben 

PARKERSBURG  ACADEMY  (7)  - Names  not  submitted 

POTOMAC  VALLEY  (2)  - Names  not  submitted 

PRESTON  (2)  - DELEGATES:  Max  A.  Harned,  John  J.  Keefe 
ALTERNATES:  Saryu  Dani 

PUTNAM  (2)  - Names  not  submitted 

RALEIGH  (7)  -DELEGATES:  Ahmed  D.  Faheem,  Wallace 
D.  Johnson,  Carl  S.  Larson,  Carlos  E.  Lucero, 
Husam  M.  Nazer,  Robert  P.  Pulliam,  William 

A.  Scaring 

ALTERNATES:  Anthony  T.  Dinh,  Prospero 

B.  Gogo,  Lamberto  C.  Maramba,  Rajnikant 

C.  Shah,  Norman  W.  Taylor,  Nancy  R.  Webb 

SOUTH  BRANCH  VALLEY  (2)  -DELEGATES:  Larry  C 

Rogers,  Anil  K.  Makani 

TUG  VALLEY  (2)  - Names  not  submitted 

TYGARTS  VALLEY  (4)  - Alan  W.  Cashell,  Serge  Cormier, 

Joseph  A.  Tavoiacci,  Christopher 
Z.  Villarazajr. 

ALTERNATES:  Fouad  H.  Abdalla, 
Jerome  C.  Arnett,  Domingo  T. 
Chua,  Prithi  P.  Khatter 

WESTERN  (2)  -DELEGATES:  Rano  S.  Bofill,  Prasid 
Vongsnakorn 

ALTERNATES:  Abdullah  Al-Mahayri 
WETZEL  (2)  -DELEGATES:  Donald  A.  Blum 

WYOMING  (2)  - Names  not  submitted 


/// 


The  WVSMA  staff  recognizes  the  members  of  this  year’s  Annual  Meeting  Program 
Committee  for  the  effort  put  forth  by  each  individual.  The  time  and  initiative  taken  by 
these  members  is  sincerely  appreciated  by  the  staff  and  all  those  who  have  the 
opportunity  to  participate  in  the  Annual  Meeting: 


Elizabeth  L.  Spangler,  M.D.,  Chairman 


Constantino  Y.  Amores,  M.D. 
David  W.  Avery,  M.D. 

John  F.  Brick,  M.D. 

Thomas  H.  Chang,  M.D. 


David  Bailey,  MBA 
CME  - Marshall  University 


Ronald  E.  Cordell,  M.D. 

C.  Richard  Daniel,  M.D. 
Steven  B.  Hefter,  M.D. 
James  D.  Helsley,  M.D. 
John  D.  Holloway,  M.D. 

Ex-Officio  Members 
Kari  Long 

CME  - WVU,  Morgantown 


Amy  Ricard,  WVSMAA 
Stephen  L.  Sebert,  M.D. 
Phillip  R.  Stevens,  M.D. 
Mabel  M.  Stevenson.  M.D. 


Robin  Rector 
CME  - WVU,  Charleston 


The  WVSMA  staff  would  also  like  to  recognize  the  following  firms,  associations  and 
schools  for  contributing  support  and  educational  grants  which  have  greatly  added  to  the 
educational  emphasis  and  success  of  this  year’s  Annual  Meeting: 

Acordia  of  West  Virginia,  Inc. 

Chapman  Printing  Company 
The  Greenbrier  Hotel 
Harrison  County  Medical  Society 
Marshall  University  School  of  Medicine 
Medical  Assurance  of  West  Virginia 
Novartis  Pharmaceutical  Corporation 
Oasis  Pain  Management 
SmithKline  Beecham 

West  Virginia  University  School  of  Medicine 


CME  & Special  Events 


Camcare  Health  Education  & Research  Institute 


“ Medical  Ethics  Certification  Program 

Aug.  13,  Tamarack,  Beckley 

". 12-Lead  ECG  Interpretation  Workshop ” 

Aug.  21-22,  Brier  Inn,  Lewisburg 
Sept.  18-19,  Holiday  Inn,  Parkersburg 
Oct.  2-3,  Holiday  Inn  Gateway,  Barboursville 
Nov.  4-5,  Comfort  Inn,  Martinsburg 

" Pathogenesis  and  Current  Treatment  of  Migraines” 

Aug.  15,  Logan  General  Hospital,  Logan,  noon 
Sept.  3,  Montgomery  General  Hospital, 

Montgomery,  12:30  p.m. 

Sept.  17,  Man  ARH,  Man,  6 p.m. 

“Pediatric  Immunization” 

Aug.  19,  Roane  General  Hospital,  Spencer,  6:30  p.m. 

“Management  of  Common  Sports  Injuries” 

Aug.  20,  Man  ARH,  Man,  CAMC  Sports  Medicine  Center, 

6 p.m. 

“Update  on  Allergy  Treatment” 

Aug.  28,  Pleasant  Valley  Hospital,  Pt.  Pleasant,  noon 

“Advanced  Trauma  Life  Support  Provider  Course” 

Aug.  16-17,  Education  & Training  Center,  CAMC 

“Current  Therapies  in  Epilepsy” 

Sept.  4 (Teleconference),  noon 

“Neonatal  Viral  Inf ections” 

Sept.  18  (Teleconference),  noon 

“Von  Willenbrand  Disease  & Work-Up  of  Bleeding 
Ulcers” 

Sept.  3,  Fayette  County  Medical  Society,  Montgomery,  6 p.m. 

“12th  Annual  Trauma  Conference” 

Sept.  12,  Robert  C.  Byrd  HSC,  Charleston 

Phone  348-9581 for  information  about  Outreach  programs) 


Huntington  Medical  Community  Foundation 


“New  Approaches  to  Smoking  Cessation” 

Aug.  13,  Harry  K.  Tweel,  M.D.,  Tug  Valley  Medical 
Society,  Williamson,  6 p.m. 

“Preinvasive  Diseases  of  Cervix” 

Aug.  20,  Gerald  Oakley,  M.D.,  Williamson  Memorial 
Hospital  Staff,  Williamson,  6 p.m. 


“Fibromyalgia:  Disability  or  Not?” 

Aug.  25,  Philip  Fisher,  D.O.,  Three  Rivers  Medical  Cntr., 
Louisa,  Ky.,  6 p.m. 

“Cardiothoracic  Surgery  Update” 

Sept.  9,  Jeffrey  George,  M.D.,  Our  Lady  of  Bellefonte 
Hospital,  Ashland,  Ky.,  noon 

“TEA” 

Sept.  18,  Pleasant  Valley  Hospital,  Pt.  Pleasant,  noon 

“TEA” 

Sept.  23,  Logan  General  Hospital,  Logan,  noon 

“TEA” 

Sept.  25,  South  Williamson  Appalachian  Regional  Hospital, 
South  Williamson,  Ky.,  6 p.m. 

“Sleep  Disorders” 

Sept.  30,  William  Beam,  M.D.,  Paul  B.  Hall  Regional 
Medical  Center,  Paintsville,  Ky.,  6 p.m. 


Marshall  University  School  of  Medicine 


“Multiple  Myeloma” 

Sept.  8,  Bart  Barlogie,  M.D.,  HBC,  6:30  p.m. 

Sept.  9,  Bart  Barlogie,  M.D.,  St.  Mary’s  Hospital,  8 a.m. 

“7th  Annual  Cancer  Conference” 

Sept.  19,  St.  Mary’s  Hospital,  8 a.m. 

“11th  Annual  MUSOM  Alumni  Weekend” 

Sept.  19-20,  Radisson  Hotel 

“Giving  Students  Feedback” 

Sept.  25,  Loice  Swisher,  M.D.,  Guyan  Country  Club,  6 p.m. 


Robert  C.  Byrd  HSC  - Morgantown 


“The  Edward  H.  Stullken  Jr.  Lectureship” 

August  29-30,  Robert  C.  Byrd  HSC,  Morgantown 

Advances  in  PET  Imaging” 

Sept.  5,  Robert  C.  Byrd  HSC,  Morgantown 

“Advanced  Life  Support for  Obstetrics” 

Sept.  12-14,  Canaan  Valley  Resort,  Davis 

(Phone  293-1 786 for  information  about  Outreach  programs) 


WestVirginia  State  Medical  Association 


“WVSMA ’s  Annual  Meeting” 

August  20-23,  The  Greenbrier,  White  Sulphur  Springs 
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WVSMA 

Mid-Winfer 

Clinical 

Conference 


Plan  to  join  your  colleagues  from  around  the  state  at 

West  Virginia  State  Medical  Association’s 
1998  Mid-Winter  Clinical  Conference 

January  15-18, 1998 
Charleston  House  - Holiday  Inn, 
Charleston,  WV 


Watch  tor  more  details  and  a registration  torm  in  the  next  issue  of  The  Journal!! 


Bureau  for  Public  Health  News 


This  page  of  material  is  submitted  and 
paid for  by  the  Bureau  for  Public  Health. 


Infectious  medical 
waste  advisory 
committee  created 

In  an  effort  to  maximize  public 
input  into  environmental  health 
concerns,  the  West  Virginia  Bureau 
for  Public  Health  has  formed  an 
advisory  committee  to  provide  input 
on  infectious  medical  waste  issues 
in  the  state.  The  committee  was 
appointed  by  Dr.  Henry  Taylor, 
commissioner  of  the  West  Virginia 
Bureau  for  Public  Health,  and 
consists  of  representatives  from 
industry,  academia,  citizen  groups, 
environmental  groups,  and  public 
health/disease  control  agencies. 

Members  include:  Tom  Degan  of 
the  West  Virginia  Environmental 
Council;  Dr.  Alan  Ducatman  of  the 
West  Virginia  University  School  of 
Medicine;  David  Grubb,  a former 
senator  for  the  West  Virginia 
Legislature;  Jim  Krantz  of  the  West 
Virginia  Hospital  Association;  Lillian 
Morris  of  Charleston  Area  Medical 
Center;  Pam  Payne  of  United 
Hospital  Center  in  Clarksburg; 

David  Perkins  of  Camden  Clark 
Memorial  Hospital  in  Parkersburg; 
Julie  Pratt  of  the  East  End  Association 
in  Charleston;  Dr.  Cathy  Slemp  of 
the  West  Virginia  Bureau  for  Public 
Health;  Norm  Steenstra  of  the  West 
Virginia  Citizens  Action  Group;  and 
Kathy  Winkler  of  the  Mercer  County 
Citizens  Action  Group.  Plans  call  for 
adding  a representative  from  the 
West  Virginia  Office  of  the  U.S. 
Office  of  Safety  and  Health 
Administration  to  the  group.  Dr. 
Taylor,  will  serve  as  a moderator  for 
the  committee,  and  staff  from  the 
Bureau’s  Office  of  Environmental 
Health  Services  will  provide  staff 
support. 


The  focus  of  the  group’s  work 
will  be  to  improve  oversight  of  the 
state’s  infectious  medical  waste 
industry.  Initially,  the  group  will  be 
working  on  revising  and  clarifying 
the  current  infectious  medical  waste 
rule,  as  well  as  expanding  sections 
of  the  rule  concerning  public 
participation  in  the  facility  permitting 
process.  Other  long-term  and 
ongoing  efforts  will  include  focusing 
on  medical  waste  reduction,  proper 
classification  and  separation  of 
medical  waste,  reducing  use  of 
disposables,  and  improving  education 
for  both  the  industry  and  the  public. 

The  organizational  meeting  of  the 
committee  was  held  on  May  5 to 
clarify  the  group’s  purpose  of  the 
committee,  set  goals,  and  look  at 
the  status  of  the  Bureau’s  Infectious 
Medical  Waste  Program. 

The  next  meeting  of  the  committee 
took  place  on  May  22  at  the  offices 
of  the  West  Virginia  Hospital 
Association  in  Charleston.  The 
agenda  for  that  meeting  included 
identifying  concerns  with  the  current 
Infectious  Medical  Waste  Rule,  and 
developing  ideas  for  incorporating 
public  participation  into  the  facility 
permitting  process. 

For  more  information  about  the 
committee,  call  Joe  Wyatt,  director 
of  the  Infectious  Medical  Waste 
Program  of  the  Bureau’s  Office  of 
Environmental  Health  Services,  at 
(304)  558-2981  or  toll  free  at 
800-ENV-HELTH. 

Health  report  looks  at 
lifestyles  in  state 

An  increase  in  the  use  of  seatbelts 
under  the  state’s  mandatory  seatbelt 
law  by  state  residents  is  just  one  of 
the  many  statistics  revealed  in  the 
1995  Behavioral  Risk  Factor  Survey 
which  was  recently  released  by  the 
West  Virginia  Bureau  for  Public 
Health’s  Office  of  Epidemiology  and 
Health  Promotion. 


Some  of  the  other  data  presented 
in  the  report  involves  high  blood 
pressure,  obesity  and  weight 
problems,  cigarette  smoking, 
smokeless  tobacco  use,  and  alcohol 
misuse.  Data  were  obtained  by 
interviewing  a random  sample  of 
state  residents  by  telephone. 

In  1995,  all  50  states  conducted 
Behavioral  Risk  Factor  Surveys.  The 
latest  results  mark  West  Virginia’s 
12th  year  of  participation  in  the 
system,  coordinated  by  the  U.S. 
Centers  for  Disease  Control  and 
Prevention.  Findings  are  used  to 
establish  health  policies  and 
priorities  and  monitor  the  impact  of 
disease  prevention  efforts. 

The  1995  report  shows  that  West 
Virginia  continues  to  have  high  rates 
for  several  risk  factors.  Obesity, 
although  it  has  been  increasing 
nationwide  as  well,  is  especially 
high  in  the  state;  37%  of  adults  were 
at  least  20%  above  their  ideal  weight 
for  height  in  1995.  Only  four  states 
had  a higher  rate.  West  Virginia  also 
ranked  sixth  in  high  blood  pressure 
(26%),  and  eighth  in  smoking  (26%). 
For  the  first  time,  women  (27%) 
reported  a higher  smoking  rate  than 
men  (25%).  Smokeless  tobacco  use 
(8%)  in  West  Virginia  was  highest 
among  the  20  states  that  included 
that  risk  factor  in  their  surveys. 

On  the  other  hand,  West  Virginia 
continues  to  have  some  of  the 
lowest  rates  in  the  nation  for  alcohol 
misuse.  In  1995,  only  2%  of  the 
state’s  residents  reported  having 
more  than  60  drinks  in  the  previous 
month,  only  6%  reported  having 
had  at  least  five  drinks  on  a single 
occasion,  and  only  1%  reported 
drinking  and  driving. 

The  1995  report  also  includes 
county  risk  factor  prevalences  and 
rankings  for  1991-1995.  Counties 
with  statistically  significant 
differences  from  national  prevalences 
are  highlighted  in  the  report. 

For  more  details  or  a copy  of  the 
report,  call  (304)  558-9100. 
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Cost  Containment 

Reluctantly  I took  the  phone 
and  listened  for  the  umpteenth  time 
To  the  preprepared  belligerent  blare 
of  the  insurance  pharmacist’s  line 

Doctor  do  you  - - do  you  know  about 
the  money  you  are  making  us  spend? 
We  won’t  approve  the  regimen  you  use 
never,  not  ever,  again 

But  it  works,  I said,  and  has  for  years 
and  I’ve  tried  about  everything  else 
Without  it  he’s  sick,  and  oh  so  sick 
vomits  blood  rather  than  belch 


But  doctor,  see  here,  this  article  I quote 
and  my  three  years  of  pharmacy  school 
The  power  behind  me,  this  sword  that  I hold 
makes  me  much,  much  better  than  you 

But,  he’s  well,  I answered,  beginning  to  heat 
and  he  works  an  eight-hour  day 
Does  his  duty,  contributes  to  community 
and  from  hospitals,  stays  away 

No!  I still  won’t  approve  the  two  that  you  use 
Those  medications  you  prescribe 
It  costs  too  much,  and  the  company  just 
doesn’t  care  who  lives  or  who  dies 


So  - - twenty  years  of  clinical  work 
double  Boards  and  CME 
Makes  an  impotent  man  in  the  whole  plan 
of  the  real  powers  that  be 

But  fight  I must;  so  I won’t  give  up 
for  my  patients  I won’t  give  in 
The  weapon  I wield  still  has  power  I feel 
It  lies  in  the  stroke  of  my  pen. 


Poetry 

Comer 


Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  ofWVU, 
Communications  Division,  Morgantown 


Westin  named  director 
of  Cancer  Center 


Study  shows  garlic  may 
help  bladder  cancer 

On  May  15,  Cancer, ; the  journal  of 
the  American  Cancer  Society, 
published  the  results  of  a study 
conducted  by  WVU  researchers  Dr. 
Donald  Lamm,  Jean  L.  DeHaven,  MS, 
and  Dale  R.  Riggs,  which  suggests 
that  garlic  may  be  an  effective 
treatment  for  bladder  cancer. 

For  the  study,  the  researchers 
added  aged  garlic  to  the  water  of 
mice  for  30  days.  The  mice  were 
then  injected  with  bladder  cancer 
cells,  while  continuing  to  receive 
the  extract  for  55  more  days. 

The  researchers  found  that,  in 
most  mice,  either  tumors  did  not 
appear,  or  they  decreased  in  size. 
Currently,  BCG  (Bacillus  Calmette- 
Guerin),  which  Dr.  Lamm  helped 
develop,  is  the  most  effective 
treatment  for  bladder  cancer,  but 
treatment-related  toxicity  limits  its 
use  in  some  patients. 


Dr.  Eric  H. 
Westin  has  been 
named  medical 
director  of  the 
Mary  Babb 
Randolph  Cancer 
Center  and  section 
chief  of 
hematology/ 
oncology. 

Before  joining 
the  Cancer  Center  staff,  Dr.  Westin 
was  at  the  Massey  Cancer  Center, 
Medical  College  of  Virginia,  where 
he  served  as  the  interim  chair  of 
hematology/oncology  and  director  of 
the  Molecular  Biology  Shared 
Resource  Laboratory.  He  has  also 
served  as  a cancer  expert  and  clinical 
associate  for  the  National  Cancer 
Institute  at  the  NIH  in  Bethesda,  Md. 

Dr.  Westin’s  research  on  the 
regulation  of  oncogene  expression 
in  leukemia  and  breast  cancer  and 
his  studies  on  the  molecular  biology 
of  cancer,  have  established  him  as 
an  international  expert  in  these  areas. 


Westin 


Kovach  named  section 
chief  of  dermatology 


Dr.  Rodney 
Kovach  has  been 
named  section 
chief  of 

dermatology.  He 
succeeds  Dr. 
William  Welton, 
who  held  the 
position  since  1971. 
Kovach  Dr.  Kovach  has 

been  at  WVU 

since  1978.  He  is  a graduate  of  the 
WVU  School  of  Medicine  and  has  a 
special  interest  in  Mohs  surgery. 


New  breast  biopsy 
performed  at  WVU 

A new,  FDA-approved,  non- 
surgical  procedure  being  performed 
at  the  Betty  Puskar  Breast  Care  Center 
offers  patients  a more  accurate 
diagnosis.  It  usually  eliminates  the 
need  for  surgery  as  a diagnostic 
procedure. 

Mammotomy  is  a minimally- 
invasive  breast  biopsy  procedure 
that  allows  physicians  to  obtain  a 
larger  tissue  sample  to  better  evaluate 
abnormalities  of  the  breast  for  cancer. 

“In  mammotomy,  a single  insertion 
of  the  mammotome  probe  into  the 
breast  allows  physicians  to  collect 


multiple  tissue  samples,”  Dr.  Judith 
Schreiman,  director  of  the  center  said. 
“Because  the  procedure,  which  uses  a 
vacuum  to  draw  tissue  into  the  probe, 
collects  more  tissue  than  the  core 
needle  method,  the  results  are  more 
accurate.” 

General  Surgery 
Program  reaccredited 

The  General  Surgery  Residency 
Program  at  WVU  has  been  granted 
a full,  five-year  reaccreditation  by 
the  Accreditation  Council  for 
Graduate  Medical  Education. 

According  to  Dr.  Gordon  F. 
Murray,  chair  of  surgery  at  WVU, 
one  of  the  main  concerns  of  the 
ACGME  is  that  there  is  a balance  of 
education  and  clinical  service. 

“We  were  able  to  show  that  we 
are  providing  the  balance  that  is 
required  for  the  training  of  good 
surgeons,”  Dr.  Murray  said.  “The 
board  scores  of  our  residents  are  as 
good  or  better  than  the  national 
average,  and  our  residents  are  the 
best  IVe  ever  seen,”  Dr.  Murray  adds. 

Ultrasound  lab 
accredited,  upgraded 

The  ultrasound  lab  of  the  WVU 
Department  of  Radiology  is  the  first 
in  North  Central  WV  to  be 
accredited  by  the  American  College 
of  Radiology. 

Dr.  Deborah  Willard,  who  leads 
the  ultrasound  service,  said  WVU’s 
new  ultrasound  lab  is  the  only 
facility  in  the  state  using  the  new 
Acuson  Sequoia  imaging  system. 

“We  conduct  ultrasound  studies  in 
ob/gyn  cases,  and  in  abdominal 
disease,”  Dr.  Willard  said.  “The  new 
units  are  also  very  useful  in  examining 
small  parts  such  as  the  testes,  thyroid, 
lower  extremities  and  carotid  artery.” 
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Do  More  With  Less  Space 


Put  Those  Walls  to  Work 

Footprint,  mounted  directly  to  the 
walls  of  an  office,  lends  utility  to 
vertical  space  that  would  otherwise 
remain  unused. 

Kimball's  Footprint  workspaces  are 
functional,  versatile  and  cost-effective, 
and  allow  less  space  to  accommodate 
more  storage  and  work  surface  areas. 

Contact  us  for  additional  information. 


Custom  Office  Furniture 

Two  miles  north  of  the  state  capitol 
1260  Greenbrier  Street,  Charleston,  WV  25311 
(800)  734-2045  • 343-0103 


Participating  Dealer  for 
AMERINET  and 
VHA  ACCESS 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  MD 
Moseley  H.  Winkler,  MD 
Samuel  A.  Strickland,  MD 
James  W.  Caudill,  MD 
R.  David  Allara,  MD 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
Romeo  Y.  Lim,  MD 
R.  Austin  Wallace,  MD 
Robert  E.  Pollard,  MD 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 

FAX  (304)  353-0215 


Marshall  University 
School  of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University , Huntington 


Secondary  school 
teachers  learn  DNA 
technology  at  MU 

Ten  teachers  representing  schools 
in  six  West  Virginia  and  Ohio 
counties  learned  DNA  fingerprinting 
methods  at  MU’s  School  of  Medicine 
recently  so  they  can  demonstrate 
them  to  their  students  this  fall. 

The  training  was  led  by  Harts 
High  School  teacher  Carol  O’Connell 
and  Wayne  High  School  teacher 
Bernard  Adkins,  who  learned  the 
techniques  at  MU  last  summer.  Two 
teachers  were  funded  through  the 
NIH  Minority  Initiative  K-12;  the 
others  through  a Christa  McAuliffe 
grant  obtained  by  O’Connell.  The 
grant  covered  stipends  for  the 
teachers,  provided  each  one  with 
necessary  equipment  to  do  the 
projects  in  the  classroom,  and 
purchased  more  expensive 
equipment  that  will  be  shared  by 
the  teachers  on  a rotating  basis. 

Teachers  learned  RFLP  (restriction 
fragment  length  polymorphism, 
extracting  DNA  tissue  samples, 
performing  a Southern  blot  test  and 
developing  it.  O’Connell  said  that 
there  aren’t  many  secondary  schools 
in  the  country  that  can  do  the 
procedure,  so  West  Virginia  will  be 
among  the  leaders. 

Participants  were:  Kevin  Smith 
and  David  Specht  of  Wayne  High, 
Tauna  Davis  and  Pat  Beckelhimer  of 
Duval  High,  Marty  Burke  of  Capital 
High  in  Charleston,  Kathy  Lister  of 
St.  Joseph’s  High  School  in 
Huntington,  Lana  Turner  and  Mary 
Adams  of  Chapmanville  Middle, 
Paula  Nutter  of  Guyan  Valley  High, 
and  Jayshree  Shah  of  Fairland  High. 


MU  ranks  third  in  U.S. 
in  number  of  grads 
entering  primary  care 

The  School  of  Medicine  ranks 
third  in  the  U.S.  in  the  percentage  of 
grads  entering  primary  care  careers, 
according  to  data  from  the  Association 
of  American  Medical  Colleges. 

The  1996  Institutional  Goals 
Ranking  Report  showed  MU  with  45 
percent  of  its  1990-1992  graduates 
entering  the  fields  of  family  practice, 
general  pediatrics  and  general  internal 
medicine.  MU  ranked  fifth  in  last 
year’s  report,  and  has  consistently 
been  in  the  top  10  percent  of  the 
nation’s  120+  med  schools. 

“As  you  would  expect,  we’re 
deeply  pleased,”  said  Dr.  Robert  B. 
Walker,  MU’s  associate  dean  for 
clinical  affairs.  “This  tells  us  we  are 
connecting  with  the  kind  of  students 
who  believe  in  our  mission,  and  that 
some  of  the  creative  approaches 
we’ve  tried  to  promote  primary  care 
are  working.” 

McCarty  assumes  new 
academic  role 

Dr.  Sarah  A.  McCarty  has  been 
named  director  of  generalist 
preclinical  education.  This  new 
position  will  strengthen  MU’s  efforts 
to  prepare  med  students  for  clinical 
practice,  especially  in  primary  care, 
even  during  the  classroom  years, 
said  Dr.  Patrick  I.  Brown,  associate 
dean  for  academic  and  student  affairs. 

McCarty,  a professor  of  medicine, 
has  been  a leader  since  1993  in 
Marshall’s  Interdisciplinary 
Generalist  Curriculum  project.  She  is 
a member  of  the  School  of  Medicine 
Curriculum  Committee,  Clinical 
Coordinating  Committee  and 
Admissions  Committee. 


RHEP  project  leads 
student  to  Mexico  City 

MU  student  Janelle  Thomas  will 
travel  to  Mexico  City  in  October  to 
attend  a conference  of  the  Network 
of  Community  Based  Educational 
Institutions  for  Health  Sciences. 

The  school  committee  of  the  West 
Virginia  Rural  Health  Education 
Partnerships  chose  her  abstract, 
entitled  “Osteoporosis  Screening  and 
Education  in  a Rural  Community,  ” 
to  be  included  in  a monograph 
being  prepared  by  East  Tennessee 
State  University.  The  abstract  may 
also  be  included  in  the  program  of 
the  Mexico  City  conference. 

Also  attending  will  be  Dr.  Cindy 
Reese,  a FP  physician  in  Ripley,  who 
acted  as  chief  preceptor  for  Thomas 
during  her  six-month  rotation. 

MU  tests  anti-viral 
hand-foot-mouth  drug 

Children  with  hand-foot-mouth 
disease,  an  illness  which  caused 
schools  to  close  in  the  Tri-State  last 
year,  may  get  some  relief  thanks  to 
a study  of  a new  medication  available 
through  the  School  of  Medicine. 

This  illness  which  peaks  in  late 
summer  and  early  fall,  causes  a 
blister-type  rash  in  the  mouth  and 
on  the  hands  and  feet,  and  may  be 
associated  with  fever.  The  anti-viral 
dmg  is  designed  to  reduce  children’s 
discomfort  and  shorten  the  time  they 
are  contagious,  according  to  Dr. 
Chitra  Mani,  MU’s  specialist  in 
pediatric  infectious  diseases. 

Marshall’s  study  can  accept  30 
children  ages  2 to  12  who  have  had 
symptoms  for  less  than  36  hours. 
Because  the  medication  works  by 
preventing  the  vims  from  multiplying, 
treatment  should  be  started  early  in 
the  illness,  Dr.  Mani  said. 
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Friday,  September  5 

in  COLUMBUS,  OHIO 


1TOPICS  INCLUDE: 

Circadian  Rhythms,  Work  Safely,  Narcolepsy 
Sleep  Apnea  and  Upper  Airway  Resistance 

Keynote  Symposium  has  been  submitted  and,  pending  approval, 
will  otter  7.0  Category  I hours  of  CMC  credit. 

For  a brochure  call  Sleep  Medicine  Research  Foundation 
PH:  614.792.7632/e-mail  us  at  05MI@netwalk.com 
73204.100@Compuserve.com 

Sponsored  by  Riverside  Methodist  Hospitals  & jointly  sponsored  by 
Ohio  Sleep  Medicine  Institute  & Sleep  Medicine  Research  Foundation 

WVMed 


Actual  Size. 

(Yeah,  really.) 


360°  Communications 

Ask  about  our  Health  Talk  program  designed 
exclusively  for  the  West  Virginia  State  Medical  Association. 


1-800-325-5190 

4227  MacCorkle  Avenue,  Charleston,  WV  • Charleston  Town  Center,  Charleston,  WV 
3322  US  Route  60  E,  Huntington,  WV  • 403  Justice  Avenue,  Logan,  WV 
6600  Emerson  Avenue,  Parkersburg,  WV  • Grand  Central  Mall,  Parkersburg,  WV 
612  Third  Avenue,  St.  Albans,  WV  • 2401  Pennsylvania  Avenue,  Weirton,  WV 
1021  National  Road,  Wheeling,  WV 


West  Virginia  School 
of  Osteopathic  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  Communications,  West  Virginia 
School  of  Osteopathic  Medicine,  Lewisburg 


Caperton  graduation 
speech  notes  WVSOM’s 
impact  on  rural  health 


Former  Governor  Gaston  Caperton 
(center)  receives  an  honorary  degree 
from  WVSOM  President  Olen  Jones,  Ph.D. 
(right)  and  Dean  James  Stookey,  D.O. 

Sixty-three  students  received  Doctor 
of  Osteopathy  degrees  at  WVSOM’s 
20th  Annual  Commencement 
Ceremony  on  May  31,  which  featured 
former  Governor  Gaston  Caperton 
as  the  keynote  speaker. 

“I’m  very  proud  of  the  mission  of 
this  school  to  provide  primary  care 
physicians  to  practice  in  rural  West 
Virginia  and  Appalachia,”  Caperton 
declared.  “You  have  done  your  job 
very  well.” 

Caperton,  who  is  now  teaching  as 
a fellow  at  Harvard  University’s  John 
F.  Kennedy  School  of  Government, 
was  presented  with  an  honorary 
doctorate  degree  by  Dr.  Olen  E. 
Jones  Jr.,  WVSOM  president,  who 
told  graduates  that  “WVSOM  has 
had  great  sucess  not  only  in  the 
number  of  our  graduates  who  decide 
on  careers  in  primary  care,  but  also 
where  they  choose  to  practice.” 


Two  students  awarded 
national  scholarships 


Martin  Wilson 

Two  first-year  WVSOM  students, 
John  Martin  and  Abigail  Wilson,  are 
among  167  med  students  nationwide 
who  received  National  Health 
Service  Corps  (NHSC)  scholarships 
in  1996,  according  to  a report  from 
the  Bureau  of  Primary  Health  Care. 

Martin  and  Wilson  were  the  only 
students  in  the  state  to  receive  the 
scholarships,  signifying  the  students 
commitment  to  primary  health  care 
in  underserved  areas.  The  goal  of 
the  NHSC  scholarships  is  to  improve 
the  delivery  of  health  care  services 
to  residents  in  areas  that  are  critically 
short  of  health  professionals. 

Recipients  qualify  by  filling  out  an 
initial  questionnaire  and  then 
participating  in  an  interview.  “The 
scholarship  pays  for  tuition,  provides 
a monthly  stipend,  and  pays  a 
one-time  fee  for  books  and  supplies,” 
stated  Wilson,  a native  of  Lewisburg. 
In  return,  a student  works  at  a site 
designated  by  the  NHSC  after  they 
graduate. 

“For  every  year  the  National  Health 
Service  Corps  supports  you,  you  have 
to  repay  them  by  working  at  one  of 
their  designated  sites. 

Both  students  see  the  scholarship 
as  a good  situation  for  everyone 
involved.  “I’m  basically  getting  paid 
to  do  something  I was  going  to  do 
anyway,”  said  Martin,  a native  of 
Harrisonburg,  Va.  “I  wanted  to 
practice  in  a rural  area  all  along.” 


Rehberg  receives 
writing/research  award 


Dr.  Neal  Rehberg,  (right),  a third-year  resident 
at  Columbia  Greenbrier  Valley  Medical  Center 
in  Lewisburg  who  is  a graduate  of  WVSOM, 
receives  the  Residency  Writing  and  Research 
Award  from  Paul  Herr,  D.O.  (left),  of  WVSOM. 

The  West  Virginia  Society  of 
American  Colleges  of  Osteopathic 
Family  Practice’s  Residency  Writing 
and  Research  Award  was  recently 
presented  to  Neal  Rehberg,  D.O.,  a 
a third-year  resident  at  Columbia 
Greenbrier  Valley  Medical  Center  in 
Lewisburg,  who  is  a WVSOM  grad. 

This  annual  award  is  given  for 
the  best  research  paper  presented 
by  a senior  resident.  All  residents  in 
WVSOM  affiliated  programs  are 
required  to  finish  a paper  or  research 
project  in  order  to  be  certified. 

Family  medicine  grant 
presented  to  WVSOM 

Thanks  to  a recently  announced 
$70,200  grant  from  the  U.S.  Dept,  of 
Health  and  Human  Services,  a 
communications  system  will  be 
developed  to  improve  electronic 
communications  between  WVSOM,  its 
field  professors  and  students.  This 
system  will  elimate  the  need  for 
mailing  evaluation  forms,  reports,  etc., 
according  to  project  director  Robert 
Foster,  D.O.,  of  WVSOM. 
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AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 

The  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  books,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 

1 -304-697-7304 


ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.* 


COULD  YOU  USE  AN  EXTRA  $10,000? 

eral  vascular  surgery,  colon-rectal  surgery, 
orthopedic  surgery,  neurosurgery,  urology, 
anesthesiology,  diagnostic  radiology,  family 
practice,  emergency  medicine  or  internal 
medicine. 

Once  you  complete  your  residency  you 
will  have  opportunities  to  continue  your  edu- 
cation and  attend  conferences.  Your  commit- 
ment in  the  Army  Reserve  is  generally  one 
weekend  a month  and  two  weeks  a year  or  12 
days  annually.  You  can  also  choose  a non- 
active assignment  and  receive  one-half  of  the 
authorized  stipend. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more  by 
contacting  an  Army  Reserve  Medical  Counselor. 
Call:  1-304-697-7242  1-304-697-7304 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE* 


The  Army  Reserve  will  pay  you  a yearly  sti- 
pend which  could  total  in  excess  of  $10,000  in  the 
Army  Reserve’s  Specialized  Training  Assistance 
Program  (STRAP)  if  you  are  a resident  in: 
general  surgery,  cardiothoracic  surgery,  periph- 


1 -304-697-7242 


Alliance  News 


Thanks  for  a job  well  done 


I wonder  if  the  medical  community  is  aware  of  the  many  achievements  of  the  WVSMA  Alliance. 
What  a year  this  has  been  for  the  WVSMAA!!!  Each  county  is  unique  and  all  members  deserve  thanks  for  a 
job  well  done. 

County  alliances  across  the  state  adopted  abuse  shelters  and  participated  in  domestic  violence 
programs.  From  coat  drives,  food  drives,  personal  care  kits  to  stocking  “career  closets,”  we  were  there.  We 
papered  the  state  with  Hands  Are  Not  For  Hitting,  Be  A Winner,  and  I Can  Choose. 

Some  of  the  other  many  ways  we  helped  our  communities  included  the  following: 

•Smokeless  tobacco  programs  for  elementary  through  high-school  age  students. 

•Family  life  sex  education  for  5th  graders. 

•Breast  cancer  awareness  sessions. 

•Crisis  phone  line  cards  for  county  high  school  students. 

•Don’t  drink  and  drive  reminders  were  distributed  to  schools  to  help  students  have  safe  proms. 

•Discussions  were  held  at  junior  high  schools  about  violence  in  teen  dating  and  family  violence. 

•Visits  were  made  to  preschools  and  kindergartens  to  discuss  the  importance  of  conflict  resolution 
and  building  self-esteem. 

In  addition  to  these  accomplishments,  I must  mention  that  when  a homeless  shelter  was  closed  for 
failure  to  meeting  the  building  code,  alliance  members  raised  the  funds  and  provided  the  sweat  equity  to 
renovate  and  reopen  the  center.  In  addition,  the  WVSMAA  hosted  the  Mid-Atlantic  Leadership  Confluence. 
We  were  delighted  to  have  nine  states  in  attendance  and  it  was  a wonderful  opportunity  to  share  ideas. 

The  programs  and  events  I have  described  are  just  a small  sampling  of  the  work  of  the  WVSMAA. 
The  list  of  accomplishments  of  the  county  alliances  is  unending. 

Please  join  us  at  the  WVSMAA  Annual  Meeting  at  The  Greenbrier  from  August  21-23  to  celebrate 
health,  family  and  cherished  friendships. 

You  have  all  made  this  a very  rewarding  year  for  me,  and  I thank  you. 

Amy  Ricard 
WVSMAA  President 
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Med  Student  News 


We  are  the  future  of  medicine  in  this  country 


Greetings! 

Well,  another  June  has  come  and  gone,  and  with  it  another  trip  to  Chicago.  The  annual  AMA-MSS 
meeting  this  year  was  a great  success,  both  for  the  AMA-MSS  and  the  WVSMA-MSS. 

Once  again  policy  proposals  were  heard  from  across  the  country  ranging  from  medical  procedures  to  the 
USMLE.  Policies  were  accepted  which  advocated  the  extension  of  physician  diversion  programs  to  impaired 
students,  notification  of  intent  to  interview  residency  applicants  in  a timely  manner,  dissemination  of 
information  regarding  the  computerized  USMLE,  the  use  of  MedicAlert  bracelets  for  out-of-hospital  DNRs, 
and  the  use  of  dependent  care  expenses  in  the  formula  to  compute  financial  aid  packages.  In  addition, 
programs  were  offered  on  media  training,  leadership  development,  and  student  women  in  medicine. 

Nationally,  we  are  7,000  stronger  this  year,  making  us  the  largest  and  fastest  growing  component  in 
organized  medicine  today.  The  drug  books  will  return  for  one  year  as  our  multi-year  benefit  as  a search 
continues  for  a proper  replacement,  as  their  cost  is  too  great.  The  Governing  Council  has  made  great 
strides  in  their  efforts  to  begin  production  of  a student  JAMA,  as  well  as  improve  their  communications 
with  state  and  local  chapters,  especially  via  E-Mail  and  the  AMA  web  site,  and  gaining  Internet  access  for 
all  AMA  members.  I encourage  all  of  you  to  use  the  AMA’s  award-winning  home  page  as  both  an 
educational  and  communication  tool.  It  can  be  accessed  at  http://www.ama.assn.org. 

A-97  was  a record  breaking  year  for  West  Virginia.  With  nine  students  in  attendance,  we  represented  the 
largest  delegation  ever.  WVU  was  represented  by  Steven  Greer,  Brian  Gross,  and  Pete  Panteldis.  Marshall 
sent  their  largest  delegation  ever  including  Amber  Kuhl-Meade,  Misty  Trent,  Tony  Virgin,  and  myself,  and 
the  West  Virginia  School  of  Osteopathic  Medicine,  in  their  inaugural  year  as  a recognized  chapter,  was 
represented  by  Ken  McDowell  and  Darla  Boone.  In  addition,  for  the  first  time  in  its  history,  the  WVSMA-MSS 
will  be  hosting  the  AMA-MSS  Section  V Annual  Meeting  in  Morgantown  this  spring.  Students  from  Michigan, 
Indiana,  Ohio  and  Kentucky  will  be  coming  to  hear  about  medical  economics  and  go  whitewater  rafting.  This 
will  give  us  an  opportunity  to  showcase  our  home  and  network  with  our  peers  from  other  schools. 

As  you  can  see,  the  meeting  was  an  extraordinary  success.  This  is  an  exciting  time  for  us.  However,  we 
need  to  continue  what  we  have  started.  We  need  to  broaden  our  breadth  of  input  by  increasing  our  numbers. 
We  need  to  keep  ourselves  informed  by  studying  the  issues  we  will  one  day  face  and  communicating  with  our 
colleagues.  I hope  that  in  the  next  year,  we  as  your  state  and  chapter  officers  can  accomplish  just  that. 

We  need  to  remember  that  we  are  the  future  of  medicine  in  this  country.  I spoke  to  more  than  one 
physician  who  told  me  how  proud  they  were  of  our  involvement  and  interest  in  organized  medicine,  and  how 
much  they  respect  and  value  our  input.  Like  I’ve  said  before,  we  do  have  a voice.  Let  us  continue  to  use  it. 

Jason  D.  Harrah,  MSIII 
WVSMA-MSS  President 
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New  Members 


We  are  pleased  to  welcome  the  following  new  members  to  the  WVSMA: 


Phvsicians 

Jane  G.  Park,  MD 
Martinsburg,  WV 

Resident  Phvsicians 

Philip  H.  Strobl,  MD 
Parkersburg,  WV 

Chan  Dong  Park,  MD 
Martinsburg,  WV 

Ghassan  A.  Bizri,  MD 
Charleston,  WV 

Peter  W.  Strobl,  MD 
Parkersburg,  WV 

Thomas  F.  Scott,  MD 
Huntington,  WV 

Anthony  K.  Haywood,  DO 
Clarksburg,  WV 

Gregory  S.  Meyers,  MD 
Parkersburg,  WV 

Fredric  La  Carbonara,  MD 
Pt.  Pleasant,  WV 

Consuela  R.  Alley,  MD 
Clarksburg,  WV 

Paul  Van  Dyke,  MD 
Parkersburg,  WV 

David  A.  Faris,  MD 
Bridgeport,  WV 

Terrell  S.  Hadley,  MD 
Clarksburg,  WV 

Paul  L.  Kupferburg,  MD 
Parkersburg,  WV 

William  C.  Dressier,  MD 
Martinsburg,  WV 

Aletheia  Foster  Stickler,  MD 
Charleston,  WV 

Stevan  J.  Milhoun,  MD 
Parkersburg,  WV 

Joseph  W.  Dransfeld,  MD 
Huntington,  WV 

Miquel  Araneo,  MD 
Wheeling,  WV 

Edward  M.  Litz,  MD 
Bluefield,  WV 

Sanjeev  S.  Sharma,  MD 
Huntington,  WV 

Cynthia  Z.  Zhao,  M.D. 
Huntington,  WV 

Yolanda  Santos,  MD 
Beckley,  WV 

Rick  A.  Greco,  D.O. 
Wheeling,  WV 

Karen  J.  Rudolph,  MD 
Martinsburg,  WV 

Patience  E.  Edewor,  M.D. 
Logan,  WV 

making  a difference  in  the  lives 
of  West  Virginians  with  disabilities  y 

West  Virginia  Easter  Seal  Information  and  Referral  Service: 

• provides  individuals  with  disabilities  information  about  and  referral  to  appropriate  agencies  and 
professionals 

• provides  limited  funding  to  individuals  with  disabilities  to  use  toward  assistive  devices, 
evaluations  and  therapy. 

For  more  information,  contact:  Easter  Seal  Rehabilitation  Center 

1 305  National  Road 
gML.  Wheeling,  W V 26003 

Sm  (304)  242-1 390  Voice,  TDD  (304)  242-1 390,  (800)  677-1 390 

I® 


. Easter  Seals 
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WESPAC  Members 


We  would  like  to  thank  the  following  physicians  and  Alliance  members  for  their  contributions  to  WESPAC: 
(This  list  includes  contributors  since  the  May/June  Journal .) 


Physicians 


Ohio 

James  L.  Comerci,  M.D. 


Extra-miler  members  - $150 


A Dollar  A Day  Club  - $365 


Raleigh 

Ahmed  D.  Faheem,  M.D. 


Marion 

Marcy  L.  Leon 


Greenbrier 

Stephan  Thilen,  M.D. 


Alliance  Members 


Kanawha 


Michael  O.  Fidler,  M.D.  A Dollar  A Day  Club  - $365 


Marion 

John  A.  Leon,  M.D. 


Ohio 

Lynn  Comerci 


DON'T  BE  LEFT  OUT  OF  THE  PACttt 

Attend  WESPAC s Board  Meeting  - - 

Thursday,  August  2 1 
The  Greenbrier 
Pierce  Room 


4:30  p.m 
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Obituaries 


John  Alfred  Kyle  Bush,  M.D. 

Dr.  John  Alfred  Kyle  Bush,  82,  of  Philippi,  died  March  3, 
at  his  residence  following  an  extended  illness. 

Dr.  Bush  was  born  Dec.  18,  1914,  in  Glenville,  a son 
of  the  late  Ivan  Hall  and  Meta  Hays  Bush.  Dr.  Bush 
received  his  A.B.  degree  from  Glenville  State  College, 
his  bachelors’s  degree  in  medicine  from  West  Virginia 
University  and  his  medical  degree  from  the  University  of 
Pennsylvania. 

After  interning  at  City  Receiving  Hospital  in  Detroit, 
Mich.,  Dr.  Bush  joined  the  U.S.  Navy  Medical  Corps  in 
1942.  He  served  as  a lieutenant  during  World  War  II  in 
the  Pacific  area  from  1943-46  and  then  joined  the  staff  of 
the  Myers  Clinic  in  Philippi,  where  he  worked  as  a 
physician  and  surgeon  until  his  retirement  in  1980. 
During  these  years,  Dr.  Bush  was  also  a physician  and 
surgeon  at  Broaddus  Hospital,  where  he  was  serving  as 
chief  of  surgery  when  he  retired. 

In  addition  to  being  a member  of  the  WVSMA,  Dr. 
Bush  was  a diplomat  of  the  American  Board  of 
Surgeons,  a fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  Southeastern  Surgical  Congress, 
the  American  Medical  Association,  the  Tygart  Valley 
Medical  Society,  the  American  Group  Practice 
Association  and  the  Broaddus  Board  of  Trustees.  He 
was  listed  in  “Who’s  Who  of  American  Physicians,  ” and 
“Surgeon’s  Who’s  Who  of  the  East.  ” He  served  as 
chairman  of  the  Philippi  Public  Library  Commission  and 
was  a member  of  the  Crim  Memorial  United  Methodist 
Church  Board  of  Trustees. 

A 30-year  member  and  past  president  of  the  Philippi 
Kiwanis  Club,  Dr.  Bush  was  a 32nd  Degree  Mason  and 
a member  of  Osiris  Temple  AAONMS  of  Wheeling, 
Scottish  Rite  of  Free  Masonry  and  the  Tygart  Valley 
Chapter  of  Royal  Arch  Masons.  He  and  his  wife,  Eleanor, 
contributed  nature  articles  to  The  Barhour  Democrat 
newspaper  for  16  years  and  together  they  received  the 
Apollo  Award  from  Alderson-Broaddus  College. 

In  addition  to  his  wife,  Dr.  Bush  is  survived  by  one 
daughter  and  son-in-law,  Dr.  Patrick  R.  and  Caroline 
Esposito,  Morgantown;  one  son  and  daughter-in-law, 

Dr.  Robert  K.  and  Betty  Bush,  Madison,  Wise.;  four 
granddaughters,  Beth,  Catherine  and  Sara  Bush  and 
Cara  Esposito;  one  grandson,  Patrick  Esposito  II;  and 
one  sister,  Mrs.  Henry  Given,  Strange  Creek. 

Memorial  donations  may  be  made  to  Crim  Memorial 
United  Methodist  Church,  the  Philippi  Public  Library, 
Mountain  Hospice,  or  the  Brooks  Bird  Club,  707 
Warwood  Ave.,  Wheeling,  WV  26005. 


Claude  R.  Davisson,  M.D. 

Dr.  Claude  R.  (Davey)  Davisson,  85,  a prominent 
physician  in  Lewis  County,  died  December  18  at 
Stonewall  Jackson  Memorial  Hospital  in  Weston. 

Dr.  Davisson  graduated  from  West  Virginia  University 
with  an  A.B.  degree  in  1933  and  a B.S.  degree  in  1934. 
He  received  his  M.D.  degree  from  Rush  Medical  School 
in  Chicago,  111.  in  1936. 

After  serving  a one-year  internship  at  the  Ohio  Valley 
General  Hospital  in  Wheeling,  Dr.  Davisson  was  a general 
practitioner  until  1941,  when  he  started  his  residency  at 
Baltimore  Eye  and  Ear  Hospital.  After  he  completed  his 
residency  in  1944,  he  served  in  the  U.S.  Army  Medical 
Corps  during  WWII  earning  the  rank  of  captain. 

Following  his  military  service,  Dr.  Davisson  began 
practicing  ophthalmology  and  otolaryngology  in  Weston 
and  joined  the  staff  of  Stonewall  Jackson  Memorial 
Hospital.  In  addition  to  his  membership  in  the  WVSMA, 
Dr.  Davisson  was  also  a member  of  the  American 
Association  of  Railway  Surgeons,  the  Southern  Medical 
Association,  the  AMA,  the  American  Association  of 
Ophthalmology  and  a charter  member  of  the  West 
Virginia  Academy  of  Ophthalmology.  He  was  a fellow 
of  the  American  Board  of  Otolaryngology  and  a member 
of  various  other  professional  councils  and  societies, 
including  the  Central  WV  Medical  Society,  which  he 
served  as  president  of  in  1950  and  1967. 

Dr.  Davisson  was  a member  of  many  civic  organizations 
including  Rotary  International  and  the  Weston  Chamber 
of  Commerce.  He  had  received  permanent  membership 
in  the  U.S.  Coast  Guard  in  recognition  of  his  continued 
and  devoted  service  to  the  organization  and  its  safety 
programs,  and  he  was  a life  member  of  The  United 
States  Power  Squadrons,  Sail  and  Power  Boating.  In 
addition,  the  WVU  School  of  Medicine  Alumni  Association, 
honored  him  by  awarding  him  the  Claude  R.  Davisson 
Award  for  Highest  Participation  in  the  Annual  Campaign, 
named  in  his  honor. 

Dr.  Davisson  was  preceeded  in  death  by  his  wife,  the 
former  Kathryn  Hinkle;  and  his  three  sisters,  Mildred, 
Marguerite  and  Carol.  He  is  survived  by  two  daughters, 
Ann  Davisson  of  Atlanta,  and  Kathryn  (Kay)  Flint  of 
Weston;  two  grandsons,  Rob  Flint  of  Bluefield  and  Jeff 
Flint  of  Weston;  one  great-grandson,  Alecsander  Flint; 
two  sisters-in-law,  Eleanor  and  Margaret  Hinkle  of 
Weston;  two  nieces  and  several  nephews  and  great-nieces. 

Memorial  contributions  can  be  made  to  the  St.  Matthew 
United  Methodist  Church  College  Scholarship  Fund, 

P.O.  Box  49,  Weston,  WV  26452. 
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Alice  Jo  Hess 


Alice  Jo  Hess,  63,  of  Bridgeport, 
the  beloved  wife  of  Robert  D. 
Hess,  M.D.,  died  Saturday,  June  7 
at  Ruby  Memorial  Hospital  in 
Morgantown  following  an 
accident  at  their  home  the 
previous  Sunday  morning. 

Mrs.  Hess  was  born  in  Weston, 
a daughter  of  Mrs.  Katheryn 
McCormick  Morrison  of 
Bridgeport,  and  the  late  John 
Morrison.  She  was  a graduate 
of  St.  Patrick  High  School  in 
Weston  and  a graduate  of  Mt.  St.  Joseph  College  in 
Cincinnati.  She  completed  her  dietetic  internship  at  the 
Medical  College  of  Virginia  and  later  served  on  their 
staff.  During  her  career,  Mrs.  Hess  also  worked  for  the 
dietary  staff  at  Charleston  Memorial  Hospital  and 
assisted  with  early  research  in  dietetics  for  burn  victims. 

In  addition  to  being  a registered  dietitian,  Mrs.  Hess 
was  a homemaker  and  historian.  She  was  the  author  of 
two  books  The  History  of  All  Saints  Catholic  Church  and 
The  History  of  Medicine  in  Harrison  County.  Mrs.  Hess 
was  a devoted  member  of  the  All  Saints  Catholic  Church 
and  played  a key  role  in  organizing  the  records  of  the 
church  and  raising  funds  to  construct  a new  church 
building.  For  the  past  16  years,  she  also  had  derived 
much  pleasure  from  designing  and  constructing 
costumes  for  the  annual  Bridgeport  High  School  musical. 

As  the  wife  of  family  physician  Dr.  Robert  D.  Hess  for 
38  years,  she  was  an  integral  part  of  his  practice  and 
career.  She  had  provided  room  and  board  to  numerous 
medical  students  over  the  years,  and  was  a member  and 
past  president  of  the  Harrison  County  Medical  Alliance 
as  well  as  a very  active  member  of  the  WVSMA  Alliance. 

In  addition  to  her  husband,  Mrs.  Hess  was  survived 
by  three  sons  and  two  daughters,  John  Robert  Hess  and 
wife,  Jane,  of  Alexandria,  Va.;  Mary  Katheryn  Hess,  Mrs. 
Rod  (Monica)  Garner,  Michael  Raymond  Hess  and  wife, 
Beth,  all  of  Bridgeport;  and  Joseph  Francis  Hess  and 
wife,  Naseem,  of  Arlington  Heights,  111.;  four  grandchildren, 
Claire  Katheryn  Garner,  Maxwell  James  Garner,  and 
Meredith  Rose  Garner,  all  of  Bridgeport,  and  Katheryn 
Barrett  Hess  of  Alexandria,  Va. 

In  lieu  of  flowers,  the  family  has  requested 
contributions  be  made  to  All  Saints  Catholic  Church. 
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Classified 


AGAPE  AQUARIUMS 
SALES  & SERVICE  - 

Give  your  office  or  waiting  ■ 
room  a new  look  with  a 
freshwater  or  saltwater  tank. 

Complete  aquarium  packages  available. 
Maintenance  fee  includes  cleaning, 
automatic  fish  feeders,  replacement  fish, 
etc.  Call  (304)  776-5363. 


Advertise  in  the 
West  Virginia 
MedicalJoumaV 

Call  (304)  925-0342 

CLASSIFIED  RATES:  $8  per  line, 
minimum  of  $40  per  ad.  One  line 
equals  15  picas  or  2 1/2  inches. 

Classified  ads  must  be  paid  for 
in  advance. 


Don't  'Worry 

about  your 

office  supply  problems, 
call 


1-800-862-7200 
for  solutions. 

We  Have  It  All! 

* Value-priced  office  supplies 

* Office  Furniture 

* Design  Service 

* Computer  Supplies 

* Standard  Forms 

Ask  for  our  sales  flyer! 

STATIONERS 
1945  5th  Avenue 
Huntington,  WV  30428-2780 


Huntington  • Charleston  • Parkersburg  • Lexington 


1565  HANSFORD  ST. 
CHARLESTON,  WV  25311 

(304)  341-0676 


PHYSICIAN  OPPORTUNITIES  IN 
PENNSYLVANIA  UNIVERSITY  TOWN 
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Feeling  a bit  vulnerable?  That's  understandable.  Although  most  any  insurance  company  can  protect 
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PET  studies  can  provide 
qualitative  and  quantitative 
assessments  of  physiological 
function.  These  assessments 
have  proven  to  be  valuable  and 
cost  effective  in  cardiology, 
oncology,  neurology,  and 
psychiatry  diagnosis. 
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Robert  C.  Byrd  Health  Science  Center 
Morgantown,  WV 
Addition  Auditorium 

• Clinical  applications  and  cost  effectiveness  of  PET  in 
oncology 

• PET  imaging  in  lung  cancer 
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Special  Section 


West  Virginia  State  Medical  Association 


Annual  Meeting 
Highlights 

The  Greenbrier 
August  20-23, 1997 


Inaugural  Address 


Unity  and  Harmony  in  Medicine 


Thank  you. 

Thank  you  for  bestowing  upon  me  the  highest  honor 
in  West  Virginia  Medicine  - - that  of  serving  as  your 
President. 

I have  always  thought  that  the  honor  medicine  brings 
me  in  serving  my  patients  is  a special  gift.  But,  to  serve 
both  my  patients  and  my  profession  is  a glorious  gift. 

But  it  is  not  only  medicine  this  afternoon  that  I wish 
to  talk  about.  I’d  also  like  to  talk  about  music. 

Those  of  you  who  know  me  also  know  that  my  wife, 
Wha  Ja,  is  a musician  - - a cellist.  She  has  performed 
with  many  groups,  including  the  Charleston  Symphony. 

I share  her  love  of  music,  but  not  her  musical  ability. 
My  talents  are  more  suited  to  singing  tenor  in  the  choir 
at  the  Presbyterian  Church  in  Bridgeport. 

One  of  the  ways  we  share  the  music  we  both  love, 
especially  over  the  past  10  years,  has  been  by  attending 
performances  of  the  Pittsburgh  Symphony,  where  we’re 
season  ticket  holders.  It’s  a wonderful,  world-class 
orchestra  in  an  equally  wonderful  concert  hall.  Because 
of  the  enjoyment  it  gives  me,  I think  I look  forward  to 
attending  these  concerts  nearly  as  much  as  Wha  Ja  does. 

What  I have  learned  from  my  wife  is  that  the  success 
of  the  Pittsburgh  Symphony  is  based  on  harmony.  A 
harmony  achieved  through  balance. 

If  you’ve  ever  heard  musicians  warming  up  before  a 
concert,  you  know  what  I mean  by  dis-harmony. 
Musicians  on  their  own,  some  doing  what  they  do  best; 
some  working  hard  to  perfect  their  weaknesses. 

The  blaring  and  screeching  would  drive  you  from 
your  seat  if  you  didn’t  know  what  beauty  could 
follow.  But  when  the  conductor  picks  up  the  baton, 
calling  on  all  those  individuals  to  come  into  one 
harmonic  unit,  magic  can  happen. 

I was  thinking  about  that  wonderful  harmony  on  one  of 
our  drives  back  from  a concert  last  spring,  and  how  it 
applies  to  medicine.  The  discord  I hear  in  our 
profession  these  days  is  leading  to  some  pretty  bad  music. 
We  have  lost  our  medical  harmony  - - our  balance. 

I hear  it  down  the  hospital  halls  and  in  our  staff 
lounges  - - I read  it  in  the  letters  from  insurers  and 
managed  care  companies  - - and  I see  it  in  the  debates 
and  policy  discussions  at  our  medical  society  meetings. 

I do  not  like  what  I am  reading,  hearing  and  seeing, 
and  during  my  year  as  your  president,  I want  to  help 
you  change  it.  With  your  help,  I can  - - we  can, 
together  - - work  to  restore  the  harmony  that  has  been 
the  hallmark  of  our  profession... 

That  unites  us  as  a profession... 

That  serves  our  profession... 

And,  most  importantly,  we  must  have  this  harmony  to 


Following  his  inaugural  address,  Dr.  Chang  and  his  family 
pose  for  a portrait  at  the  reception  honoring  the  new  WVSMA 
and  WVSMAA  officers.  Pictured  with  Dr.  Chang  are  his 
daughter,  Eileen,  his  wife,  Wha  Ja,  his  daughter,  Stephanie 
and  her  husband,  Sean  Nolan. 


serve  our  patients  - - the  citizens  of  West  Virginia  - - Our 
neighbors  and  friends. 

Let’s  start  with  our  own  house  of  medicine.  We’ve 
some  dis-harmony  that  needs  our  immediate  attention. 
Currently,  about  66%  of  West  Virginia’s  physicians  choose 
to  support  through  their  membership  the  West  Virginia 
State  Medical  Association... 

Choose  to  add  their  voices  to  our  legislative  appeals 
in  Charleston... 

To  our  public  health  programs  aimed  at  the 
underserved... 

To  our  efforts  for  keeping  our  CME  programs  current 
and  strong... 

Or,  choose  to  work  to  make  their  profession  better  for 
the  generation  of  physicians  to  follow. 

Now,  I know  that  I am  preaching  to  the  choir.  Your 
presence  here  today  is  evidence  you  are  one  of  the  West 
Virginia  physicians  who  has  stood  up  to  be  counted... 

Who  has  joined  with  his  or  her  colleagues  to  make  a 
difference,  not  just  to  the  health  of  their  patients,  but  to 
the  future  of  the  citizens  of  West  Virginia. 
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to  convince  our  legislators  - - and  our  governor  - - to 
make  the  right  choice  - - to  convince  these  policy 
makers  that  we  physicians  have  a working  solution  to 
the  problem. 

Those  of  you  who  know  me  well  know  that  I am  a 
great  admirer  of  the  late  Norman  Vincent  Peale,  the 
author  of  The  Power  of  Positive  Thinking.  He  told  the 
story  once  of  a high  school  athlete  - - a pole  vaulter 
who  was  struggling  to  make  it  over  the  bar.  He  went  to 
his  coach  for  advice  and  his  coach  said,  “Son,  you  can 
do  it,  and  I will  tell  you  how.  Throw  your  heart  over  the 
bar,  and  your  body  will  follow.” 

That  is  what  we  physicians  must  do.  If  we  really 
believe  in  tort  reform,  if  we  really  believe  it  is  the  right 
thing  for  us  and  our  patients,  we  must  throw  our  hearts 
into  it.  A cap  of  $250,000  on  punitive  and  non-economic 
damages  has  worked  well  in  Indiana,  as  have  similar 
caps  in  California  and  Massachusetts.  If  it  can  work  for 
physicians  and  patients  from  coast-to-coast,  as  well  as  in 
the  heartland,  it  can  work  in  the  mountains  of  West 
Virginia. 

We  have  a wonderful  opportunity  to  begin  the  tort 
reform  process  by  adding  our  energies  and  our  voices 
to  the  current  efforts  on  product  liability.  Let’s  join  with 
the  West  Virginia  Chamber  of  Commerce  and  citizen 
groups  to  help  them  when  they  introduce  tort  reform 
legislation  in  the  Legislature.  If  we  show  our  support  of 
their  desire  to  change  the  product  liability  laws,  we 
stand  a much  better  chance  of  gaining  their  support 
later  with  our  desire  to  change  the  tort  reform  laws. 

And,  I would  be  remiss  if  I would  give  my  medical 
society  inaugural  speech  and  not  spend  some  time 
talking  about  current  practice  environment.  A cause  so 
worthy  of  the  fight. 

We  all  mumble  and  grumble  about  managed  care  and 
what  it’s  done  to  our  practice  and  to  our  profession. 

But,  I think  we  all  know,  deep  down,  that  it  is  not 
managed  care  that  is  the  root  of  the  problem. 

It  is  the  managing  of  our  patients’  care. 

It  seems  as  if  just  about  everybody  who  hasn’t  been 
to  medical  school  wants  to  practice  medicine  these  days. 

To  provide  the  most  effective  therapy,  we  must  weigh 
in  on  what  we  as  physicians  ought  to  do  - - or  often 
worse,  ought  not  to  do  - - for  our  patients. 

And  I don’t  mean  just  the  insurers,  government  and 
other  third  party  payers.  And  I don’t  mean  religious, 
single  issue  and  other  special  interest  groups. 

I mean  all  of  those  folks  who  didn’t  go  to  medical 
school  who  now  want  to  practice  medicine. 

To  lay  hands  on  our  patients. 

Like  you,  I know  that  you  have  to  do  more  than  hang 
around  medicine  to  be  qualified  to  practice  it. 

And,  like  you,  I know  West  Virginians  deserve  a 
physician,  when  it  comes  to  matters  of  their  health. 

And,  there  is  one  more  thing  they  deserve:  the  right  to 
make  their  own  medical  decisions  in  consultation  with 
their  physician. 

You  know,  in  June,  I attended  the  American  Medical 
Association  House  of  Delegates  meeting  in  Chicago. 


And  I heard  many  wise  men  and  women  debate  the 
issues  facing  our  profession  today. 

There  are  two  whose  wisdom  I took  to  heart. 

One  of  the  speakers  was  a man  who  was  our  guest 
here  last  year  - - Stormy  Johnson.  In  his  speech  as  the 
outgoing  AMA  president,  he  talked  about  his  frustration 
in  this  changing  environment  of  medicine.  And  his 
frustration  with  the  patient’s  being  pushed  out  of  the 
driver’s  seat  by  all  the  outside  forces. 

Stormy  challenged  the  leaders  of  medicine  to  put  the 
patient  back  in  the  driver’s  seat,  back  in  control... 

With  the  doctor  right  along  side  riding  shotgun. 

He  is  right.  And  I hope  that  as  your  president  this 
year,  I can  work  with  you  to  convince  our  governmental 
and  legislative  bodies  to  help  restore  both  the  patients 
and  the  physician  to  our  rightful  seats  in  that  health  care 
vehicle. 

The  second  wise  medical  leader  is  one  who  is  with  us 
this  afternoon  - - AMA’s  current  president  Percy  Wootton. 
In  his  inaugural  address,  he  talked  about  what  is 
fundamental,  what  is  basic  to  medicine... 

The  sanctity  of  the  physician/patient  relationship,  and 
the  harmony  in  medicine  that  comes  from  that.  It  is 
these  relationships  and  the  balance  of  these 
relationships  that  I am  talking  about  this  afternoon.  We 
must  work  to  restore,  work  to  maintain  the  balance  that 
creates  that  harmony. 

This  harmony  is  what  we  need  restored  to  our 
profession  if  we  are  to  continue  providing  the  finest 
quality,  the  highest  quality  medicine  for  our  patients. 

Please  help  me  pick  up  the  baton  to  make  the 
hallways  of  medicine  as  harmonious  as  the  halls  of  the 
Pittsburgh  Symphony. 

Together,  we  can  make  beautiful  medical  music  for 
our  patients  and  our  profession. 

Thank  you  for  electing  me  as  your  president,  and 
thank  you  for  the  privilege  of  serving  the  profession  and 
the  state  I love  so  much. 

Thomas  H.  Chang,  M.D.,  F.A.C.S. 

WVSMA  President,  1997-98 
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Farewell  Address 


Where  Do  We  Go  From  Here? 


Today,  my  first  order  of  business 
must  be  to  thank  all  the  staff  at  the 
West  Virginia  State  Medical 
Association  office  for  the  support 
that  they  have  given  to  me  during 
the  past  year. 

Indeed,  they  perform  countless 
tasks  every  day  that  affect  all  of  us, 
including  legislative  efforts, 
interactions  with  state  regulatory 
agencies,  publicity  for  medical 
activities,  improving  communications 
among  the  physicians  of  the  state, 
and  acting  as  liaisons  with  other 
medical  groups.  They  help  represent 
physicians  to  the  rest  of  the  world 
and  they  do  an  incredible  job. 
George  Rider,  Nancie  Albright,  Tim 
Allman,  Christina  Dixon,  Nancy  Hill, 
Shirleen  Lipscomb,  John  Law,  Misty 
Ramsey,  Sue  Shanklin,  and  Donna 
Webb.  These  are  the  folks  that  keep 
our  medical  association  running 
smoothly  and  they  deserve  our 
recognition  and  a round  of  applause. 

I also  want  to  thank  my 
colleagues  of  Associated  Radiologists 
who  have  allowed  me  to  have  the 
flexibility  of  scheduling  to  fulfill  the 
duties  and  responsibilities  of  this 
position  and  I would  like  to  thank 
my  wife,  Joann,  for  putting  up  with 
my  sometimes  crazy  schedule, 
although  I’m  not  sure  she  always 
noticed  because  her  schedule  was 
often  equally  irrational. 

Just  as  a young  child  sometimes 
has  difficulty  staying  within  the  lines 
when  coloring,  it  is  also  difficult  to 
place  distinct  limits  on  chapters  in 
our  lives  and  careers.  Sometimes 
these  too  blur  the  lines.  For  the  past 
year,  I have  had  the  privilege  of 
representing  you,  and  all  the 
physicians  of  West  Virginia,  around 
the  state  and  at  the  meetings  of 
surrounding  states  and  at  the 
national  level  at  the  twice  yearly 
meetings  of  the  American  Medical 
Association.  I have  been  privileged 
to  be  your  voice  to  the  media,  to 


First  Session  of  the  House  of  Delegates. 

legislators,  and  to  other  civic  and 
medical  groups.  And  every  day,  I 
have  learned  from  the  experience. 

Yet,  as  I look  back,  this  has  been 
part  of  a continuum,  just  as  our 
medical  practices  are  part  of  an  ever 
changing  pattern.  Each  of  us  has  a 
part  to  play  in  this  interwoven 
tapestry.  We  must  each  move  in  and 
out  of  service  to  our  profession  as 
time  and  events  allow.  And,  although 
my  term  of  office  has  ended,  my 
responsibility  to  medicine  has  not. 

Over  the  past  several  years,  I have 
seen  a profound  shift  of  attitude  of 
physicians  nationally,  from  a feeling 
of  hopelessness  in  the  face  of 
seemingly  overwhelming  change  in 
the  practice  of  medicine  to  a spirit 
of  determination  to  guide  the 


changes  in  a manner  that  reaffirms 
and  strengthens  the  patient-physician 
relationship.  We  have,  in  the  face  of 
adversity,  begun  to  put  aside  our 
differences  in  specialty,  type  of 
practice,  and  place  of  practice  as  the 
realization  dawned  that  we,  despite 
our  differences,  are  all  physicians 
and  our  ultimate  responsibilities  are 
the  same  - - to  do  what  is  best  for 
our  patients.  We  must  continue  to 
build  on  that  unity,  and  it  will  take 
the  efforts  of  every  one  of  us,  to 
reshape  the  landscape  of  medical 
care  so  that  we  may  provide  care  in 
the  best  possible  environment  for 
our  patients.  We  are  seeing  new 
initiatives  to  decrease  interference  in 
the  patient-physician  relationship, 
such  as  Medical  Savings  Accounts, 
which  put  the  patient  back  in 
charge  of  their  care.  We  are  seeing 
direct  contracting  by  physician 
groups  to  provide  care,  cutting  out 
the  middlemen  who  are  often  more 
interested  in  the  bottom  line  than  in 
patient  well-being.  We  are  seeing 
groups  of  physicians  starting  their 
own  health  plans  with  more  realistic 
goals  for  patient  care. 

There  is  still  much  work  to  be 
done  and  many  more  battles  to  fight 
to  retain  our  professionalism  in  the 
face  of  those  who  see  us  only  as 
interchangeable  “providers,”  and 
each  of  us  much  take  up  the 
challenge  and  do  our  part. 

I will  return  to  the  precepts  that  I 
stated  a year  ago  at  this  meeting 
and  many  times  since.  We  are 
physicians,  not  merely  providers. 

We  must  be  the  advocates  for  our 
patients  and  for  good  patient  care. 
We  must  preserve  and  enhance  the 
unity  and  collegiality  of  the 
physician-physician  relationship. 

Thank  you  for  a year  of 
memorable  experiences. 

Ronald  E.  Cordell,  M.D.,  F.A.C.R. 

WVSMA  President,  1996-97 
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(Top  left)  Nationally  renown  author  Dr.  Timothy  Quill  was  one  of  the  panelists  for  the  CME  session  entitled  “Pain  Relief: 
Options  and  Controversies (Top  right)  Chris  Ferrell  of  The  Family  Medicine  Foundation  of  WV  proudly  accepts  the 
1997  Presidential  Citation  for  her  husband.  Bill,  in  honor  of  his  numerous  contributions  to  the  medical  profession. 
Presenting  the  award  is  Dr.  Ronald  Cordell,  WVSMA  president  for  1996-97.  ( Center  right)  Dr.  Robert  McAfee,  who  served 
as  AMA  president  from  1994-95,  added  some  humorous  insights  to  the  discussions  during  the  Lunch  & Learn  on  “Was 
Barter  Better?  Changes  in  Physician  Compensation.  ” Dr.  McAfee  also  presented  an  outstanding  lecture  on  family  violence 
for  the  Thomas  L.  Harris  Address.  (Bottom ) Dr.  James  Comerci  used  a chalkboard  to  calculate  some  eye-opening  statistics 
during  the  Lunch  & Learn  he  moderated  on  physician  compensation.  ( Center  left)  Old  buddies  Dr.  William  Morgan  and 
WVSMA  Finance  Manager  Sue  Shanklin  chat  in  the  Exhibit  Hall. 
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( Top  left)  Dr.  Phillip  Stevens,  who  was  elected  vice  president  of  the  WVSMA  at  the  meeting,  presents  his  remarks  after 
being  nominated  during  the  First  Session  of  the  House  of  Delegates.  (Top  right)  WVSMA  Executive  Director  George 
Rider  shares  some  legislative  insights  with  medical  student  leaders  Peter  Pantelidis,  president  of  the  WVU-Morgantown 
MSS,  and  Steve  Greer,  vice  president  of  the  WVSMA-MSS.  (Center)  Dr.  Su-Pa  Kang,  president  of  the  Ohio  State  Medical 
Association,  enjoys  visiting  with  Dr.  Ronald  Cordell,  WVSMA  president  for  1996-97,  before  the  start  of  the  first  Lunch  & 
Learn.  (Bottom  right)  Dr.  Naresh  Gupta  explains  positron  emission  tomography  to  visitors  at  the  exhibit  booth  for 
WVU’s  Center  for  Advanced  Imaging.  (Bottom  left)  Dr.  Elizabeth  Spangler  of  Charleston,  who  was  elected  treasurer  for 
1997-98,  makes  her  address  after  being  nominated  at  the  First  Session  of  the  House  of  Delegates. 
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(Top  right)  Dr.  Thomas  Chang,  who  was  installed  as  president  ofWVSMA  during  the  meeting,  visits  with  Chuck  Ellzey  of 
Medical  Assurance  at  the  reception  sponsored  by  Medical  Assurance  of  WV  and  Acordia  of  WV.  (Top  left)  Scott  Atkins 
and  Tim  Rose  of  Acordia  socialize  with  Dr.  Chandra  Kumar  and  his  wife,  Manju,  at  the  reception  which  their  company 
helped  sponsor.  ( Center)  Dr.  Stephen  Ward,  editor  of  the  West  Virginia  Medical  Journal,  and  associate  editors,  Drs. 
Louis  Palmer,  Robert  Marshall,  Mabel  Stevenson  and  Joe  Jarrett,  attended  this  year’s  Publication  Committee  meeting. 
(Bottom ) Lori  Flynn  Saber  of  SmithKline  Beecham  Pharmaceuticals  talks  with  Dr.  Jon  Murphy  at  her  company’s  exhibit 
booth.  SmithKline  Beecham  sponsored  the  refreshments  for  the  evening  of  entertainment  at  Kate’s  Mountain.  (Left) 
Retiring  Medical  Assurance  leader  Jim  Cates  shares  a laugh  with  Rob  Vass  of  Acordia. 
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(Top  left)  Dr.  Tony  Kelly  of  Daniels  tees  off  during  the  golf 
tournament.  (Top  right)  Dr.  Derrill  Crowe  of  Medical 
Assurance  positions  himself  on  the  green  during  the  golf 
tournament.  (Right  Center)  Action  was  fast  paced  in  the 
volleyball  tournament.  (Bottom)  Dr.  Maurice  Mufson  took  time 
out  from  his  busy  schedule  at  this  year’s  meeting  to  play  in 
the  tennis  tournament.  Dr.  Mufson  gave  a fascinating  lecture 
entitled  “Evolution  of  Pneumoccal  Disease:  1970s-1990s ” for 
the  Edmund  B.  Flink  Address.  (Left  Center)  Becca  Elliott, 
daughter  of  Dr.  and  Mrs.  Terry  Elliott  of  Wheeling,  was  one  of 
the  winners  in  the  tennis  tournament. 
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(Top  left)  Tim  Rose  of  Acordia  was  thrilled 
to  accept  a trophy  for  being  a winner  in  the 
golf  tournament  Presenting  him  the  trophy 
is  Christina  Dixon,  director  of  public 
relations  and  advertising  manager  for  the 
WVSMA.  (Top  right)  Dr.  David  Avery, 
president-elect  of  the  WVSMA  (far  right ), 
and  Dr.  Lester  Labus  of  Charleston  (third 
from  left),  teamed  up  with  Kevin  Carpenter 
and  Mark  Saber  of  SmithKline  Beecham 
Pharmaceuticals  for  the  golf  tournament 
(Center)  Guests  danced  to  the  music  of  the 
Santa  Cruz  Band  on  Friday  evening  at  Kate’s 
Mountain.  ( Bottom ) Generous  contributors 
to  both  the  WVU  and  Marshall  University 
Schools  of  Medicine,  Dr.  William  Neal  and 
his  wife,  Dorothy,  were  pleased  have  the 
chance  to  visit  with  Dr.  Charles  McKown  Jr., 
dean  of  the  Marshall  University  School  of 
Medicine,  at  MU’S  exhibit  booth. 
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(Top  left)  Eight  Alliance  members 
were  honored  during  the  WVSMA 
Alliance’s  Annual  Meeting  for  raising 
the  most  amount  of  money  in  their 
societies  for  AMA-ERF.  Receiving 
certificates  were  Ruth  Gilbert  of  Cabell 
County;  Linda  Curtis  of  Ohio  County; 
Nancy  Kessell  of  Kanawha  County; 
Jerry  Crites  of  Eastern  Panhandle; 
Jacqui  Yee  of  Raleigh  County;  Arlene 
Clausell  of  Monongalia;  Delia  Naranjo 
of  Harrison  County;  and  Carole 
Scaring  of  Raleigh  County.  (T op  right) 
Ginny  Reisenweber  was  elated  to 
present  Sara  Townsend  with  the 
award  for  Alliance  Member  of  the 
Year.  (Bottom)  It  was  a family  affair 
when  Dr.  Dan  Wilson  and  his  wife, 
Cheryl,  and  their  five  children,  dined 
with  Dr.  James  Comerci  and  his  wife, 
Lynn,  their  daughter,  Michele,  and  her 
friend  Sarah.  ( Center)  Dr.  Edward  J. 
Doyle  Jr.,  gestures  as  he  makes  a 
comment  while  moderating  the 
Lunch  & Learn  entitled  " Workers ’ 
Compensation:  Best  of  Times  & Worst 
of  Times for  Treating  Physicians  and 
Consulting  Physicians.  ” 
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(Top  left)  Retiring  Vice  Speaker  of  the  House  Dr.  Harry  Shannon,  who  served  as  the  first  speaker  of  the  WVSMA  House  of 
Delegates,  was  presented  with  the  gavel  he  used  to  conduct  business  by  Speaker  of  the  House  Dr.  John  Holloway  in 
honor  of  his  years  of  service.  (Top  right)  New  WVSMA  President  Dr.  Thomas  Chang  and  his  wife,  Wha  Ja,  were  pleased 
to  have  AMA  President  Dr.  Percy  Wootton  and  his  wife,  Dr.  Jane  PendletonWootton,  as  their  special  guests  at  the  reception 
honoring  the  newly  elected  officers  of  the  WVSMA  and  WVSMAA.  (Bottom  right)  Dr.  Thomas  Chang,  new  president  of 
the  WVSMA,  and  Kathy  Fortunato,  new  president  of  the  WVSMA  Alliance,  were  all  smiles  about  assuming  their  roles. 
(Bottom  left)  WVSMAA  President  Kathy  Fortunato  celebrated  her  installation  with  her  husband,  Dr.  Michael  Fortunato, 
and  two  of  their  four  children,  Christina,  and  Nicholas,  and  her  parents,  Robert  and  Connie  Brack.  (Center)  A special 
tribute  was  given  to  the  late  Dr.  Harry  S.  Weeks  Jr.,  who  served  as  parliamentarian  of  the  WVSMA  House  of  Delegates, 
when  Dr.  John  Holloway  presented  his  wife,  Esther,  and  his  daughter,  Karla,  with  a plaque  in  honor  of  his  years  of 
guidance  and  service. 


SEPTEMBER/OCTOBER  1997 , VOL.  93  239 


Resolutions 


Resolution  1 (Sub.  Resolution  1 Adopted) 

WHEREAS,  the  sale  of  tax-exempt  medical  institutions 
in  West  Virginia  to  for-profit  corporations  may  limit 
access  to  charity  care  in  communities;  therefore,  be  it 
RESOLVED,  that  the  WVSMA  opposes  the  sales  of 
tax-exempt  medical  facilities  and  institutions  to  for-profit 
corporations,  unless  all  the  assets  of  the  non-profit 
institution  or  facility  are  placed  in  a trust  dedicated  to 
providing  care  for  indigent  patients. 

Resolution  2 (Sub.  Resolutions:  2 & 9 Adopted) 

WHEREAS,  the  State  of  West  Virginia  is  one  of  only 
two  states  with  a physician  provider  tax  and  no  plans 
for  alternative  funding  for  Medicaid,  and 
WHEREAS,  this  imposes  an  unfair  burden  on  physicians, 
and 

WHEREAS,  the  provision  of  medical  services  for  the 
poor  is  a societal,  not  a special  group  problem,  and 
WHEREAS,  the  majority  of  legislators  incorrectly 
believe  that  the  medical  profession  is  indifferent  or  even 
desirous  of  this  tax,  therefore,  be  it 
RESOLVED,  that  the  WVSMA  express  unequivocally  its 
support  for  the  repeal  of  the  2%  physician  provider  tax. 

Resolution  3 (Not  Adopted) 

WHEREAS,  more  than  10%  of  West  Virginians  are 
now  enrolled  in  managed  medical  care  (HMOs),  and 
WHEREAS,  this  causes  daily  intrusions  into  the 
doctor/patient  relationship  and  affects  the  quality  of 
medical  care,  and 

WHEREAS,  policies  of  these  managed  care  companies 
are  often  implemented  with  little  or  no  input  from 
providers,  therefore  be  it 

RESOLVED,  that  the  WVSMA  appoint  a permanent 
managed  care  committee,  which  would  be  responsible 
for  a liaison  between  the  profession  and  the  companies. 

Resolution  4 (Sub.  Resolution  4 Adopted) 

WHEREAS,  the  care  of  sick  patients  involves  more 
than  the  writing  of  drug  prescriptions,  and 
WHEREAS,  the  science  of  pharmacoeconomics 
recognizes  that  drug  costs  are  usually  a small  part  of  the 
total  care  of  the  patient,  and 
WHEREAS,  the  use  of  cheaper  dmgs  may  often 
increase  the  total  cost  of  care,  and 
WHEREAS,  the  policies  of  the  Rational  Drug  Therapy 
Program  are  often  at  odds  with  current  standards  of 
medical  care,  therefore,  be  it 


RESOLVED,  that  the  WVSMA  requests  the  Secretary  of 
Health  and  Human  Resources  to  appoint  a physician  as 
the  director  of  the  Rational  Drug  Therapy  Program. 

Resolution  5 (Resolution  5 Not  Adopted) 

WHEREAS,  the  practice  of  medicine,  once  a private, 
non-governmental  exercise,  is  increasingly  affected  by 
the  actions  of  governmental  agencies,  and 
WHEREAS,  no  effective  mechanism  exists  whereby 
interchange  of  ideas  between  governmental  agencies 
and  the  medical  profession  may  occur,  and 
WHEREAS,  the  lack  of  such  interchange  produces 
adverse  consequences  in  the  practice  of  medicine, 
therefore,  be  it 

RESOLVED,  that  the  WVSMA  appoint  a subcommittee 
of  the  Legislative  Committee,  entitled  the  Committee  of 
Governmental  Affairs,  which  will  meet  on  a regular 
basis  with  representatives  of  governmental  agencies 
dealing  with  health-related  issues  and  provide  a liaison 
to  these  agencies. 

Resolution  6 (Sub.  Resolution  6 Adopted) 

WHEREAS,  vision  testing  is  done  only  at  the  initial 
application  for  a West  Virginia  drivers  license,  and 
WHEREAS,  a person  can  now  legally  drive  a motor 
vehicle  for  60  years  or  more  without  verification  that 
they  can  see  well  enough  to  steer  their  automobile 
safely  (3,000-4,000  lbs.  of  steel)  at  speeds  legally  up  to 
65  miles  per  hour,  therefore,  be  it 
RESOLVED,  that  the  WVSMA  shall  seek  the  enactment 
of  a law  to  require  persons  at  the  time  of  their  driver’s 
license  renewal  to  be  tested  for  visual  acuity  in  accord 
with  state  law  governing  the  issuance  of  drivers’  licenses. 

Resolution  7 (Not  Adopted  - already  an 

approved  policy  of  WVSMA) 

WHEREAS,  there  is  a multitude  of  managed  care 
companies  each  with  unique  credentialing  requirements 
and  forms  and  completion  of  such  forms  creates 
unnecessary  work  for  physicians;  therefore  be  it 

RESOLVED  that  the  WVSMA  lobby  the  state  to  require 
a standardized  credentialing  process  for  managed  care 
plans  (e.g.  the  American  Medical  Accreditation  Program). 

Resolution  8 (Not  Adopted  - already  an 

approved  policy  of  WVSMA) 

WHEREAS,  there  are  many  review  companies  which 
monitor  utilization  of  services  by  physicians,  and 
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WHEREAS,  many  of  these  companies  use  different 
criteria,  and 

WHEREAS,  this  creates  unnecessary  work  for 
physicians,  therefore  be  it 

RESOLVED,  that  the  WVSMA  lobby  the  state  to 
require  a standardized  utilization  review  process  for  all 
companies  reviewing  care  of  patients  in  the  state. 

Resolution  9 (No  vote  needed  as  it  was  combined 
with  Resolution  2 and  reformatted 
and  offered  as  Sub.  Resolution  No.  2) 

WHEREAS,  the  2%  provider  tax  on  physicians  is  a 
regressive  tax,  therefore  be  it 

RESOLVED,  that  the  WVSMA  lobby  the  state  to 
remove  the  provider  tax. 

Resolution  10  (Not  Adopted  - Redundant  of  the 
statement  of  purpose  in  the 
WVSMA  Constitution) 

WHEREAS,  Dr.  Henry  G.  Taylor,  commissioner  of  the 
Bureau  for  Public  Health,  said,  “nearly  70%  of  early 
deaths  in  West  Virginia  could  be  prevented  and  millions 
of  dollars  in  medical  costs  could  be  saved  by  public 
health  programs  that  address  lifestyle  and  environmental 
issues”,  therefore,  be  it 

RESOLVED:  that  the  WVSMA  will  help  to  promote 
programs  of  the  WV  Bureau  for  Public  Health  and  the 
local  health  departments  to  focus  on: 

* Prevention  of  spread  of  infectious  diseases 

* Protection  against  environmental  hazard 

* Prevention  of  injuries 

* Promotion  and  encouragement  of  healthy  behaviors 

* Responding  to  disasters  and  assisting  communities 
to  recovery 

* Assuring  the  quality  and  accessibility  of  health  services 

* Providing  personal  health  care  services  when 
necessary 

Resolution  11  (Sub.  Resolution  11  - Adopted 
as  Amended) 

WHEREAS,  a Marshall  University  study  reported 
injuries  related  to  the  increasing  popularity  of  all-terrain 
vehicles  (ATVs)  with  only  6 of  142  injured  ATV  riders 
having  worn  helmets  and  with  10%  of  the  injured  riders 
testing  positive  for  blood  alcohol;  and  further  study 
reported  initial  hospital  costs  at  $1,250,000.00;  therefore, 
be  it 

RESOLVED,  that  the  WVSMA  create  legislation  to  set  a 
minimum  age  for  operating  an  all-terrain  vehicle  (ATV), 
to  require  an  ATV  operator’s  license,  and  licensure  of 
the  vehicle  with  identifiable  numbers,  and  to  mandate 
safety  education  and  equipment  for  all  ATV  riders. 


Resolution  12  (Sub.  Resolution  12  Adopted) 

WHEREAS,  physicians  are  professionals  properly 
addressed  as  “Doctor”  and  should  be  identified  as 
physicians,  therefore,  be  it 

RESOLVED,  that  the  WVSMA  strongly  encourages  the 
use  of  the  term  “physician”  and  strongly  discourages  the 
use  of  the  term  “provider”  when  used  to  designate  or 
address  physicians. 

Resolution  13  (Sub.  Resolution  13  Adopted) 

WHEREAS,  some  Health  Maintenance  Organizations 
in  West  Virginia  receive  an  unfair  advantage  by  their 
exemption  from  paying  Municipal  Taxes,  therefore  be  it 

RESOLVED,  that  the  WVSMA  petition  the  Insurance 
Commissioner  to  reconsider  and  to  eliminate  the 
exemption  from  municipal  taxes  for  Health  Maintenance 
Organizations. 

Resolution  14  (Referral  back  to  Executive 
Committee  and  Council  for 
further  study  with  report  back 
to  next  Session  of  House  of 
Delegates  for  action) 

WHEREAS,  the  AMA  has  approved  the  IMG  section, 
and 

WHEREAS,  the  IMG  physicians  of  West  Virginia 
represents  40%  of  all  physicians  in  the  state  or  1,405 
IMG’s,  therefore  be  it 

RESOLVED,  that  the  WVSMA  House  of  Delegates 
votes  for  the  creation  of  the  WVSMA  IMG  Section. 

Resolution  15  (Substitute  Resolution  15 

Adopted  with  Amendment) 

WHEREAS,  the  WVSMA  has  recognized  Resident  and 
Medical  Student  Sections,  and 

WHEREAS,  the  WVSMA  Resident  and  the  Medical 
Student  Sections  represent  over  500  members  of  the 
Association,  therefore,  be  it 

RESOLVED,  that  the  Constitution  be  amended  to  grant 
WVSMA  Young  Physicians  Section,  WVSMA  Resident 
Section,  and  WVSMA  Medical  Student  Section,  each  one 
(1)  Councilor  and  one  (1)  Alternate  Councilor  position. 
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Annual  Reports 


Cancer  Committee 

The  Annual  Meeting  of  the  WVSMA’s  Cancer 
Committee  was  called  to  order  by  Chairman  Catalino  B. 
Mendoza  Jr.,  M.D.,  at  The  Greenbrier  in  White  Sulphur 
Springs  on  Friday,  August  22,  1997  at  noon. 

Members  in  attendance  were:  Drs.  Rano  S.  Bofill, 
James  P.  Carey,  Generoso  D.  Duremdes,  John  C.  Frich  Jr., 
and  R.  John  C.  Pearson. 

Guests  present  were  Leslie  Given,  state  education 
coordinator  for  the  Mary  Babb  Randolph  Cancer  Center, 
Cancer  Education  and  Information  Service;  and  Robin 
Seabury  from  the  WV  Department  of  Health  and  Human 
Resources,  Bureau  for  Public  Health. 

The  minutes  of  the  Annual  Meeting  held  on  August 
23,  1996,  were  approved  as  issued. 

Leslie  Given  announced  that  cancer  and  health 
education  pamphlets  and  video  tapes  concerning  the 
treatment  and  prevention  of  cancer  are  available  upon 
request  from  the  Mary  Babb  Randolph  Cancer  Center, 
Cancer  and  Information  Service.  She  stated  that  the 
National  Cancer  Institute’s  Cancer  Research  Kit  is  also 
available  and  that  it  contains  information  which  will 
help  to  increase  the  public’s  knowledge  and 
understanding  of  the  importance  of  cancer  research. 

Ms.  Given  reported  that  the  West  Virginia  Breast  and 
Cervical  Cancer  Screening  Program  presents  educational 
seminars  on  - - new  diagnosis  and  treatment  funds 
available  in  West  Virginia  - - new  guidelines  for  breast 
cancer  screening  - - low-literacy  patient  education  - - 
follow-up  care  for  abnormal  paps  - - clinical  breast  exam, 
etc.  Seminars  can  be  geared  to  a hospital’s  or  office’s 
specific  needs.  Presentations  can  be  arranged  by  calling 
the  cancer  specialist  in  your  region. 

Robin  Seabury  presented  an  update  on  the  Breast  and 
Cancer  Screening  Program  funding  in  West  Virginia.  The 
program  was  awarded  another  five-year  grant  at  $3  million, 
which  is  $200,000  above  the  base  of  the  previous  grant 
from  Congress.  From  April  1991  to  December  1996, 
101,131  breast  and  cervical  screenings  were  performed, 
which  included  36,027  mammograms  that  revealed  179 
breast  cancer  cases  and  39  invasive  cervical  cancer  cases. 

Ms.  Seabury  also  discussed  the  Breast  and  Cervical 
Cancer  Diagnostic  and  Treatment  Fund  which  was 
established  in  1996.  The  Legislature  appropriated 
$250,000  for  assisting  medically  indigent  patients  with 
certain  diagnostic  and  treatment  costs  for  breast,  cervical 
or  precancerous  cervical  lesions.  A projected 
supplemental  fund  of  approximately  $50,000  is  expected 
from  various  fund  raising  activities  by  individual, 
organization  and  foundation  donations  or  grants. 

Dr.  Jubelirer  discussed  the  feasibility  of  the  committee 
members  analyzing  the  Cancer  Registry  data  relating  to 
the  various  breast  cancer  treatments  and  their  outcomes 


as  compared  to  results  achieved  in  other  states.  Other 
projects  may  include  the  comparison  of  melanomas, 
gastric  and  colon  cancers. 

In  other  business,  the  committee  members  discussed 
the  guidelines  for  the  diagnosis  and  management  of 
cancer.  Dr.  Mendoza  Jr.  also  announced  that  the  Fall 
Cancer  Conference:  A Multidisciplinary  Approach  to  the 
Management  of  Lung  Cancer  is  scheduled  for  October 
24  at  the  Robert  C.  Byrd  Health  Sciences  Center  in 
Morgantown.  The  committee  recommended  that  an 
announcement  about  this  meeting  be  place  in  WESGRAM. 

Dr.  Mendoza  Jr.  stated  that  the  next  annual  meeting 
will  take  place  in  August  1998  and  that  the  place,  time 
and  date  will  be  confirmed  at  a later  date. 

The  meeting  adjourned  at  1:30  p.m. 

Council  Report 

House  of  Delegates 
August  20-23 , 1997 

There  were  many  issues  addressed  by  the  Council  this 
past  year.  The  following  areas  were  considered: 

1.  Medicaid  Litigation 

Michele  Grinberg,  general  counsel,  announced  at  the 
November  Council  Meeting  that  Judge  Ranson  had 
dismissed  the  lawsuit,  without  prejudice  on  October  18, 
1996.  The  Association  has  one  year  to  reinstate  the  suit 
if  we  so  chose. 

2.  Blue  Cross/Blue  Shield  Liquidation 

This  situation  continues  to  proceed  at  a snail’s  pace. 
Final  resolution  may  not  occur  for  sometime.  However, 
there  are  sufficient  monies  in  an  escrow  account  to  pay 
claimant  physicians  at  least  50  cents  on  the  dollar.  This 
is  much  better  than  the  8 to  12  cents  originally 
projected.  Our  cost  to  date  has  been  about  $130,000. 

3.  Alternative  Sites  for  Annual  Meeting 

Because  of  complaints  of  the  high  costs  at  The 
Greenbrier,  the  Executive  Committee  was  directed  to 
pursue  other  locations. 

The  Homestead,  Hot  Springs,  Va.,  submitted  a 
proposal  to  host  the  Annual  Meeting  at  a cost  that  was 
about  30%  less  than  charges  at  The  Greenbrier. 

A resolution  was  presented  to  the  House  of  Delegates 
to  accept  this  proposal  and  reaccess  the  issue  after 
having  a meeting  at  the  Homestead.  The  House  of 
Delegates  rejected  this  resolution. 
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4.  Health  Care  Cost  Review  Authority’s 
Reconsideration  Request 

A little  over  two  years  ago  the  HCCRA  made  an 
“Administrative”  decision  allowing  Medical  Holding 
Companies,  (parent  companies  of  acute  care  hospitals) 
to  establish  physicians  offices  and  clinics  anywhere  they 
chose  without  having  to  show  a need  for  these  entities 
This  has  resulted  in  these  companies  placing  physicians 
in  direct  competition  with  private  practicing  physicians. 
The  Council  approved  the  Association  submitting  a request 
for  reconsideration  of  this  action  by  the  HCCRA.  The 
HCCRA  now  has  the  issue  before  them  and  we  are 
awaiting  their  decision. 

5.  Annual  Program  Committee 

The  Council  approved  the  appointment  of  certain 
permanent  members  to  this  committee.  These  new 
members  will  be  the  Speaker  of  the  House  and  three 
members  of  the  Medical  Education  Committee. 

6.  New  Voting  Procedures  at  the  Annual 
Meeting 

Council  approved  a change  in  the  election  process. 
Nominations  and  speeches  will  take  place  during  the 
First  Session  of  the  House  of  Delegates.  Voting  will 
follow  the  morning  of  the  Second  Session  of  the  House 
of  Delegates  prior  to  commencement  of  business. 

7.  Memorial  for  Harry  Weeks  Jr.,  M.D. 

Council  approved  the  creation 
of  the  Harry  S.  Weeks  Jr.,  M.D., 

Speakers  Gavel.  This  gavel  will 
be  used  by  the  WVSMA  Speaker 
of  the  House  for  all  sessions  starting 
with  the  Second  Session  of  the  House 
of  Delegates  at  the  1997  Annual  Meeting. 

8.  AMA  Appointments 

Council  approved  the  recommendation  of 
Constantino  Y.  Amores,  MD,  to  the  AMA  as  a candidate 
for  the  AMA’s  Governing  International  Medical  Graduate 
Council. 

It  also  approved  the  recommendation  of  James  D. 
Helsley,  MD,  as  a candidate  for  the  Continuing  Medical 
Education  Advisory  Committee  of  the  AMA. 

9-  Notification  of  4th  Delegate  to  AMA 

Due  to  the  third  year  of  increased  AMA  membership, 
we  gained  a fourth  delegate  and  alternate  to  the  AMA 
House  of  Delegates.  We  will  have  this  position  through 
December  31,  1998  even  if  our  membership  numbers 
were  to  drop  during  that  time. 


10.  Constitution  and  ByLaws  Changes 

Two  changes  to  the  WVSMA  Constitution  and  ByLaws 
have  been  approved  by  the  Council  with  a 
recommendation  to  the  House  of  Delegates  that  they  do 
pass: 

1.  Bullet  Ballots  - It  was  decided  by  the  committee 
that  since  the  AMA  prohibits  a bullet  ballot  that  the 
WVSMA  would  take  the  same  stance. 

2.  Election  of  Councilors  & Councilors  Terms  and 
Term  of  Office  (alternatives  to  2-year  limits 
for  councilors] ) - Opted  to  add  to  the  Constitution 
and  ByLaws  the  following  language:  “Term  limits 
will  be  as  stated  in  the  Constitution  and  ByLaws 
unless  the  component  society  petitions  the  Home 

of  Delegates  for  an  exception.  ” 

11.  New  AMA  Field  Representative 

Amy  Bishop,  AMA,  WVSMA  field  representative,  was 
replaced  by  Tim  Stapleton.  Those  who  have  attended 
recent  AMA  meetings  may  have  already  met  Tim.  Tim 
will  be  present  for  this  meeting  as  well. 

Committee  on  Medical  Education 

The  West  Virginia  State  Medical  Association  (WVSMA) 
is  recognized  by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME).  WVSMA  has  maintained 
this  role  since  1972  and  to  date  has  accredited  24 
hospitals  and  organizations  in  West  Virginia. 

WVSMA  is  committed  to  a strong  CME  program 
providing  quality  physicians  with  the  information 
needed  to  deliver  quality  patient  care.  We  host  two 
major  activities  each  year;  the  Mid-Winter  Clinical 
Conference  and  the  Annual  Meeting,  as  well  as,  other 
small  seminars  and  workshops. 

Interest  has  been  expressed  in  accreditation  for 
sponsorship  of  CME  Programs  by  the  following:  Morgan 
County  War  Memorial  Hospital,  Berkeley  Springs;  New 
River  Health  Association,  Scarbro;  CREM,  Morgantown; 
Logan  General  Hospital,  Logan;  VA  Medical  Center, 
Clarksburg;  Respiratory  Care  Associates,  Elkins; 
Independent  Investment  Advisors,  Huntington; 

Stonewall  Jackson  Memorial  Hospital,  Weston;  Princeton 
Community  Hospital,  Princeton.  According  to  procedure, 
the  following  was  sent  to  these  organizations  and  hospitals 
interested  in  establishing  CME  accredited  programs: 

1 . Preliminary  Questionnaire 

2.  Application  for  Accreditation  for  CME  Program 

3.  Essentials  and  Guidelines 

4.  Standards  for  Commercial  Support  of  CME 

5.  Standards  for  CME  of  Enduring  Materials 

6.  Physician’s  Recognition  Award  Information 
Booklet 
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A total  of  12  surveys  have  been  conducted  since  the 
last  Annuai  Report.  Of  those,  three  were  initial  surveys, 
six  were  on-site  surveys  and  three  were  reverse-site  surveys. 

Initial  applications  received  and  surveyed  since  the 
last  Annual  Report: 

Thomas  Memorial  Hospital 

Survey:  May  16,  1996 

Surveyors:  Warren  Point,  MD,  Anne  Hooper,  MD, 

Nancie  Albright  and  Shirleen  Lipscomb 
Recommended  Award:  One  (1)  provisional 

West  Virginia  Hospital  Association  Healthcare 
Education  Foundation 

Survey:  November  21,  1996 

Surveyors:  John  W.  Traubert,  MD,  Elizabeth  Spangler,  MD, 
Nancie  Albright  and  Shirleen  Lipscomb 
Recommended  Award:  One  (1)  year  provisional  with 

six-month  interim  report 

Logan  General  Hospital 

Survey:  July  10,  1997 

Surveyors:  Lester  Labus,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  One  (1)  year  provisional  with 

six-month  interim  report 

Reports  submitted  and  accredited  organizations 
resurveyed  since  the  last  Annual  Report  include: 

Beckley  Appalachian  Regional  Hospital 

Survey:  July  31,  1996 

Surveyors:  Warren  Point,  MD,  Keith  Edwards,  MD, 
Shirleen  Lipscomb  and  Tim  Allman 
Recommended  Award:  Four-year  accreditation 

Broaddus  Hospital 

Survey:  October  24,  1996 

Surveyors:  Robert  D.  Hess,  MD,  Nancie  Albright,  Shirleen 
Lipscomb 

Recommended  Award:  Four-year  accreditation 

Davis  Memorial  Hospital 

Survey:  March  25,  1997 

Surveyors:  Lester  Labus,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  Four-year  accreditation 

Raleigh  County  Medical  Society  - reverse  site 

Survey:  March  26,  1997 

Surveyors:  Daniel  S.  Foster,  MD,  Nancie  Albright,  Tim 
Allman,  Shirleen  Lipscomb 
Recommended  Award:  Four-year  accreditation 

Jackson  General  Hospital 

Survey:  July  9,  1997 

Surveyors:  Warren  Point,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  Four-year  accreditation 


Thomas  Memorial  Hospital 

Survey:  June  12,  1997 

Surveyors:  Ron  Stollings,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  Four-year  accreditation 

City  Hospital 

Survey:  May  8,  1997 

Surveyors:  James  D.  Helsley,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  Four-year  accreditation 

WV  Academy  of  Ophthalmology  - reverse  site 

Survey:  July  29,  1997 

Surveyors:  Dan  Foster,  MD,  Nancie  Albright  and 
Shirleen  Lipscomb 

Recommended  Award:  Four-year  accreditation 

Jackson  General  Hospital 

One-year  interim  report  received 

St.  Mary’s  Hospital 

Six-month  report  received 

West  Virginia  Hospital  Association  Healthcare 
Education  Foundation 

Six-month  interim  report  received 

Twenty-four  institutions/organizations  are  accredited 
for  Category  1 of  the  Physician’s  Recognition  Award  of 
the  AMA  by  the  WVSMA  and  these  are  as  follows: 

Beckley  Appalachian  Regional  Hospital,  Beckley,  WV 

Bluefield  Regional  Medical  Center,  Bluefield,  WV 

Broaddus  Hospital/Myers  Clinic,  Philippi,  WV 

Charleston  Area  Medical  Center,  Charleston,  WV 

City  Hospital,  Martinshurg,  WV 

Davis  Memorial  Hospital,  Elkins,  WV 

Fairmont  General  Hospital,  Fairmont,  WV 

Jackson  General  Hospital,  Ripley,  WV 

Mid-Ohio  Valley  CME,  Parkersburg,  WV 

Monongahela  Valley  Association  Of  Health  Centers 
(Fairmont  Clinic),  Parkersburg,  WV 

Pleasant  Valley  Hospital,  Point  Pleasant,  WV 

Raleigh  County  Medical  Society  CME  Program,  Beckley,  WV 

Reynolds  Memorial  Hospital,  Glen  Dale,  WV 

St.  Francis  Hospital,  Charleston,  WV 
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St.  Mary’s  Hospital,  Huntington,  WV 
Thomas  Memorial  Hospital,  South  Charleston,  WV 
United  Hospital  Center,  Inc.,  Clarksburg,  WV 
VA  Medical  Center,  Martinsburg,  WV 
Weirton  Medical  Center,  Weirton,  WV 
WV  Academy  of  Ophthalmology,  Charleston,  WV 
WV  Academy  of  Otolaryngology,  Charleston,  WV 
Wheeling  Area  CME  Program,  Wheeling,  WV 

The  Committee  continues  to  monitor  each 
organization  and  its  compliance  with  the  Essentials  and 
Guidelines  and  the  Standards  for  Commercial  Support 
and  Enduring  Materials  set  by  WVSMA. 

The  CME  newsletter  “CME  Network  Connections,  ” 
published  quarterly  at  the  WVSMA  Headquarters,  is 
being  mailed  to  CME  providers  and  their  medical 
directors  to  assist  in  keeping  their  organizations  abreast 
of  CME  information.  Positive  feedback  is  being  received 
by  the  WVSMA. 

James  D.  Helsley,  MD,  CME  chairman,  and  Nancie 
Albright,  CME  accreditation  director,  attended  the 
ACCME  State  Medical  Society  Conference  in  September 
1996. 

Nancie  Albright  attended  the  ACME’S  1997  Annual 
Meeting,  January  29-February  1 in  New  Orleans,  La.  She 
was  appointed  in  1995  and  subsequently  trained  as  a 
national  surveyor  for  the  Accreditation  Review 
Committee  of  the  ACCME  and  in  1997  has  participated 
in  the  following  surveys: 

Iowa  Medical  Association  - Des  Moines,  Iowa 

(with  Tom  Pester,  MD,  CRR) 

Aller  Care  Continuing  Education  - Ponte  Verda,  Fla. 

(with  Sam  Leonard,  MD-ARC) 


ARC  and  Advance  Health  Education  Cntr.  - Houston 

(with  Jim  Collins,  MD-ARC) 

Nebraska  Medical  Association  - Lincoln,  Neb. 

(with  Bob  Moravec,  MD-CRR) 

Annual  Reports  for  1996  were  mailed  to  the  Medical 
Education  Committee  for  review,  approval/disapproval 
or  comments  by  April  30,  1997.  A summary  of  these 
reports  and  comments  were  reviewed  and  approved  by 
the  Committee. 

The  ACCME  formed  an  Interregional  Network  on 
Accreditation  Redesign  in  1996,  which  has  continued  its 
work  through  1997.  Ms.  Albright  served  as  West  Virginia’s 
representative  to  the  Southeast  Region  of  this  Network. 
This  procedure  afforded  state  representatives  the 
opportunity  for  input  into  the  redesign  of  the 
accreditation  system  and  eligibility  criteria.  The 
Southeast  Region  met  in  concurrence  with  other 
national  meetings  and  by  telephone  conference.  In 
consultation  with  Dr.  Helsley,  written  comments  were 
submitted  to  the  ACCME.  With  considerable  input  from 
the  State  Medical  Societies,  Essential  7 was  revised  and 
approved  by  the  seven  organizations  which  make  up 
the  ACCME.  This  revised  Essential  7 was  approved, 
effective  June  1,  1997,  and  must  be  implemented  by 
June  1,  1998.  A new  system  for  accreditation  is  currently 
being  reviewed  by  member  organizations  and  will  be 
discussed  at  the  September  meeting  of  the  State  Medical 
Societies. 

In  July  1997,  both  Dr.  Helsley  and  Ms.  Albright  were 
selected  as  National  surveyors  for  the  Committee  on 
Review  and  Recognition  of  the  ACCME.  They  will 
receive  special  training  for  this  responsibility  in  Chicago 
during  the  1997  State  Medical  Society  Conference  in 
September. 

A CME  Workshop  was  held  May  28,  1997  at  the 
Robert  C.  Byrd  Health  Science  Center  in  Charleston. 
Several  WVSMA  staff  members  attended  for  educational 
purposes  as  well  as  to  facilitate  record-keeping  pertinent 
to  the  workshop. 
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1998 

WVSMA  Mid-Winter 

Clinical  Conference 

January  16-18, 1998 

Charleston  House  — Holiday  Inn 
Charleston,  WV 


Make  plans  NOW  to  attend  our  30th  Mid- Winter 
Clinical  Conference  and  take  advantage  of  our  “EARLY 
BIRD”  registration!  Take  $10  off  registration  fees  by 
registering  before  January  1,  1998. 

Our  1998  Mid-Winter  Clinical  Conference  gives  the 
physicians  in  our  state  the  opportunity  to  participate  in 
events  such  as  the  interesting  Physician/Public 
Session,  CME  scientific  meetings  and  our  popular 
“Lunch  and  Learn”  program. 


R e g i s t r a 

1998  Mid-Winter  Clinical  Conference 

Name 

Address 

City State Zip 

Phone Fax 

County Specialty 

Payment  by:  Check Visa MasterCard 

Card  Number 

Expiration  Date 

S i gnature 

• Cancellation  Policy:  There  will  be  a $50 
adminstrative  fee  for  cancellations  after  Jan.  1, 1998. 


tion  Form 


Early  Bird  Registration  — Before  January  1 , 1998 

WVSMA  Member 

$115 

Non-Member 

$165 

Registration  Fees  — 

After  January  1 , 1998 

WVSMA  Member 

$125 

Non-Member 

$175 

Lunch  and  Learn  — 

Saturday,  Jan.  17,  1998 

“New  Weight  Reduction  Therapies  — Boon  or  Boondoggle?” 

WVSMA  Member  $50 

All  others  $35 


If  paying  by  check,  please  send  registration  form  and  check  to: 
West  Virginia  State  Medical  Association 
P.O.  Box  4106,  Charleston,  WV  25364 
Phone:  (304)  925-0342  Fax:  (304)  925-0345 


Who  says  summer  has  to  be  over? 


Join  us  for  our  first  ever  “Mid-Winter  Beach 
Bash  ” and  enjoy  your  favorite  mixture  of  beach 
tunes  to  get  the  night  going,  while  you  are 
relaxing  with  friends  and  drinking  your  choice 
of  summertime  drinks,  and  there  is  nothing  like 
a great  selection  of  food  to  complete  an 
outstanding  and  fun-filled  evening! 


WVSMA  would  like  to  thank  Medical 
Assurance  and  Acordia  of  West 
Virginia , the  sponsors  of  the  first  ever 
“ Mid-Winter  Beach  Bash . ” 


Saturday,  January  17, 1998 
Charleston  House  — Holiday  Inn 
Room  — TBA 
7 p.m.  — Midnight 
If  you  like,  dress  in  your 
favorite  summertime  outfit! 
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Editorial 


HMO  strikes  back 


The  Journal  suffered  a less 

than  devastating  blow  when, 
following  our  editorial  in 
the  last  issue,  we  received  a phone 
call  from  the  HMO  Carelink  that 
they  were  cancelling  all  future 
advertising  support.  We  honestly 
had  not  appreciated  that  the  purpose 
of  those  ads  had  been  for  our 
benefit  and  support. 

We  thank  Carelink  for  their 
generous  intentions  toward  us  but 
quite  frankly  we  will  be  able  to 
continue  publication  without  their 
charity.  We  must  also  confess  that  it 
had  been  a little  disturbing  to  us  to 
have  their  ads  on  these  pages.  We 
certainly  realize  that  publishing  any 
i ad  here  does  not  constitute  an 
i endorsement  of  the  advertiser’s 

**  service  or  product.  We  further  admit 
! that  although  certain  ads  have  given 
us  concern  in  the  past,  we  have 
> been  induced  by  greater  concern 

* about  restraint  of  trade  litigation  to 
print  items  we  would  have  preferred 
to  throw  in  the  waste  basket. 

Perhaps  Carelink  will  apply  their 
advertising  money  to  their  “surplus” 


which,  as  their  CEO  notes  in  a 
recent  article  in  The  Charleston 
Gazette  by  Greg  Stone  entitled 
“Carelink  will  pay  doctors  to  limit 
care,  ” can  be  “shared  with  those 
physicians  who  make  the  surpluses 
happen.  . . ” He,  of  course,  is 
talking  about  bribing  doctors  to 
short-change  HMO  clients.  We 
sincerely  hope  and  trust  that  West 
Virginia  doctors  will  be  able  to  put 
this  temptation  behind  them.  The 
focus  on  surplus,  or  profit,  is  a 
shameless  example  of  a blatant 
admission  by  that  CEO  of  any 
HMO’s  routine  cited  in  that 
interview  - - “When  you  need  to  get 
your  costs  under  control,  you  do 
what  you  need  to  do.”  There  are 
apparently  no  constraints  that  they 
recognize.  Doctors  and  patients 
regrettably  recognize  their  absence. 

In  the  same  vein,  we  note  a 
recent  article  in  JAMA  relating  a 
study  which  credits  HMOs  with 
holding  down  more  prolonged, 
costly  - - and  ultimately  futile  - - 
care  than  those  with  traditional 
Medicare  coverage.  An  Associated 


Press  newspaper  account  of  the 
article  reports  that  researchers 
suggest  that  HMOs  may  be  making 
death  more  merciful  for  elderly 
patients.  We  wish  we  had  that  facile 
use  of  reasoning  so  that  we  too 
could  make  assets  out  of  all  of  our 
liabilities  and  virtues  of  our  vices. 

By  withholding  care,  HMOs  make 
people  die  so  that  money  can  be 
saved  - - and  they  are  apparently  to 
be  commended  for  it! 

The  JAMA  article  also  reports  that 
one  of  the  researchers  claims  that 
knowing  when  to  pull  the  plug  on 
life  support  machines  requires 
difficult  medical  judgment.  HMOs, 
of  course,  can  make  that  difficult 
judgment  a little  easier  by  offering 
bonuses  to  the  decision  makers  for 
saving  the  organization  all  that  money. 

Stephen  D.  Ward,  M.D. 

Editor 

Editor’s  Note:  Please  see  facing  page 
for  a letter  from  the  medical 
director  of  Carelink  challenging 
The  Charleston  Gazette  article. 
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Our  Readers  Speak 


Carelink  medical  director  criticizes  Gazette  headline 


As  a physician,  I wouldn’t  tell  a 
headline  writer  how  to  write.  Nor 
do  I expect  a headline  writer  to  tell 
me  how  to  practice  medicine. 

But  we  can  both  make  mistakes 
that  cause  confusion.  And  The 
Charleston  Gazette  made  a dilly  in 
its  September  24th  story  about 
managed  care,  with  the  headline 
“Carelink  will  pay  doctors  to  limit 
care.  ” 

Wrong.  Wrong.  Wrong.  Carelink 
does  not  pay  its  physicians  to  limit 
care.  Rather  Carelink  rewards  them 
for  steering  patients  toward 
prevention  services  and  appropriate 
care.  That’s  what  “managed  care”  is 
all  about  - - it’s  the  opposite  of 
“unmanaged  care.”  Unlike 
traditional  insurance,  for  example, 
Carelink  also  covers  the  cost  for 
prevention  and  wellness  programs. 
We  think  that’s  important,  and  our 
physicians  have  been  telling  us  for 
years  that  this  is  what’s  needed  in 
West  Virginia.  That’s  the  story.  And 
that’s  why  we’re  doing  it. 

We  live  in  a state  with  the  highest 
mortality  rates,  the  most  women 
who  smoke  during  pregnancy,  and 
the  highest  percentage  of  gross  state 


product  spent  on  health  services.  By 
many  other  indicators,  we  are  a sick 
population  that  spends  a lot  on 
health  care.  In  fact,  we’ve  been 
ranked  as  the  49th  least  healthy 
state  in  the  country.  It  is  apparent 
that  the  old  health  care  delivery 
system  is  not  working  and 
something  must  be  done  about  it. 

We  can’t  change  a whole 
population’s  health  status  overnight. 
But  we  have  to  start  somewhere. 
Carelink  Health  Plans,  in  cooperation 
with  Camcare,  CAMC,  dozens  of 
hospitals  and  other  health  care 
providers  as  well  as  2,000  doctors, 
has  introduced  programs  in 
prevention,  more  appropriate  access 
to  health  care  and  ways  of 
measuring  and  improving  the 
quality  of  care.  To  be  successful  in 
this  endeavor,  a partnership  with 
doctors  is  essential. 

Knowing  that  physicians  are  key 
in  creating  a healthier  population, 
Carelink  relied  on  the  guidance  of 
many  doctors  to  create  an  incentive 
program  that  rewards  physicians  for 
keeping  people  healthy  as  well  as 
for  caring  for  them  when  they  are 
sick. 


How  is  this  done?  Doctors  will  be 
paid  more  if  they  achieve  standards 
in  such  important  prevention  tools 
as  immunizations,  mammograms, 
pap  smears,  diabetes  management, 
prenatal  care  and  aggressively 
counseling  patients  to  stop 
smoking.  Doctors  will  also  be 
rewarded  for  increasing  office 
hours,  maintaining  current  and 
complete  medical  records  and 
improving  patient  satisfaction.  In 
fact,  Carelink  is  the  first  program  in 
West  Virginia  to  offer  payments  to 
doctors  to  increase  preventive  care. 

For  decades,  doctors  have  urged 
insurance  companies  and  others  to 
focus  on  prevention,  controlling 
costs  and  improving  health. 

Carelink  listened  to  doctors.  We 
plan  to  help  West  Virginia  become  a 
healthier  population  and  no  longer 
carry  the  title  as  the  49th  sickest 
population  in  the  United  States. 

Glenn  Crotty,  M.D. 
Medical  Director 
Carelink  Health  Plans 
Charleston 
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Special  Article 


Looking  for  dangerous  places:  Some  aspects  of 
medical  geography  and  disease  mapping 


ANTHONY J.  DZIK,  PH.D. 

Associate  Professor  of  Geography, 
Shawnee  State  University,  Portsmouth, 
Ohio 


Abstract 

Medical  geography  investigates 
spatial  patterns  in  the  distribution  of 
disease  occurrence.  The  origins  of 
the  field  can  he  traced  to  antiquity, 
hut  mapping  of  disease  did  not 
appear  until  the  mid-19th  century. 
Maps  can  reveal  distinctive  spatial 
patterns  of  certain  diseases  and  may 
suggest  environmental  correlates.  The 
l geographical  distribution  of  many 

infectious  diseases,  such  as  malaria, 

\ with  well-known  ecology  are  usually 

i easily  understood.  The  etiology  of 

certain  chronic  non-infectious 
• diseases  which  exhibit  noticeable 

geographic  variation  is  often 
complex.  A map  of  cerebrovascular 
disease  mortality  rates  in  Appalachia 
is  used  as  an  example  of  an 
application  of  modern  medical 
geography. 


Introduction 

Medical  geography  is  a subfield 
of  geography  which  deals  mainly 
with  the  spatial  patterns  of  disease. 

It  has  some  linkages  with 
epidemiology  both  in  method  and 
knowledge,  but  the  approach  of 
medical  geography  is  different 
enough  to  characterize  it  as  distinct. 

One  aim  of  medical  geography  is 
the  mapping  of  disease  in  order  to 
see  “who  has  what  and  where.”  A 
large  number  of  infectious  diseases 
such  as  schistosomiasis,  malaria,  and 
tick-borne  rickettsial  fevers  have  very 
clear  geographic  distributions.  Some 
chronic  diseases  such  as  ischemic 
heart  disease  and  multiple  sclerosis, 
and  some  carcinomas  also  have 
what  appear  to  be  fairly  well-defined 
geographical  distributions.  Factors  of 
the  natural,  socioeconomic,  and 
technological  environments  that 
vary  spatially  may  explain  in  full  or 
part  the  geography  of  such  diseases. 

The  second  aim  of  medical 
geography  is  correlation  using 
comparative  mapping  and  statistical 
analysis  to  determine  the  strength  of 
associations  between  the  prevalence 
and/or  incidence  of  disease  and 
possible  explanatory  variables. 

A third  aim  is  planning.  Some  of 
the  planning  activities  in  which 
medical  geographers  may  be  involved 
are  determination  of  optimal  locations 
for  health  care  facilities,  logistics  of 
emergency  transport,  and 
environmental  intervention. 

Development 

The  origins  of  medical  geography 
can  be  traced  back  to  antiquity. 
Hippocrates  (c.  400  B.C.)  thought 
climate  to  be  a factor  in  the 


propagation  of  epidemics  and  also 
advised  physicians  to  be  concerned 
with  climate  in  the  recognition  and 
treatment  of  certain  diseases.  The 
Roman  architect  and  engineer 
Vitruvius  also  strongly  believed  in 
the  relationship  between 
environment  and  disease. 

Theories  of  climate  as  a cause  of 
disease  persisted  through  much  of 
Western  medical  history.  By  the 
mid-1700s,  numerous  regional 
observations  of  disease  had 
appeared  in  print  and  by  the  end  of 
the  century  the  term  medical 
geography  was  recognized.  It  seems 
that  its  first  appearance  was  in  1792 
in  the  work  of  the  German  clinician 
L.L.  Finke  who  wrote  “‘...when  one 
deals  with  country  after  country... 
position... soil,  peculiarities  of  the  air, 
the  water...  modes  of  life... insofar  as 
they  have  anything  to  do  with  health 
and  disease... such  a work  deserves 
the  name  medical  geography’”(l). 

Mapping  was  not  central  to  the 
early  works  that  could  be  termed 
medical  geography,  but  the  cholera 
pandemics  of  the  19th  century  were 
perhaps  the  needed  stimuli  to 
generate  disease  mapping.  Dr.  John 
Snow  (1813-1858),  a London 
anesthetist,  was  convinced  that 
cholera  was  waterborne  (some  30 
years  before  Koch’s  discovery  of 
vibrio  cholerae!). 

In  1848,  Snow  compiled  a map  of 
Soho  showing  the  homes  of  cholera 
victims  and  the  locations  of  the  stand 
pipes  which  were  the  only  sources 
for  drinking  water.  Snow  observed 
that  deaths  from  cholera  were 
concentrated  in  the  vicinity  of  the 
pump  at  the  intersection  of  Broad 
and  Lexington  Streets.  He  convinced 
the  authorities  to  take  that  pump 
out  of  service  and  the  incidence  of 
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cholera  rapidly  waned.  Not  only  is 
Snow  credited  with  being  the  first  to 
have  used  disease  mapping,  he  can 
also  be  considered  the  first  to  have 
utilized  medical  geography. 

In  the  late  19th  and  early  20th 
centuries,  the  discoveries  of  Pasteur 
and  others  turned  the  medical  world’s 
focus  to  pathogenic  microorganisms. 
Medical  geography  was  temporarily 
ignored,  but  soon  it  was  realized  that 
causal  microorganisms  and  vectors 
are  related  to  certain  environmental 
circumstances.  During  World  War  I, 
many  monographs  and  papers 
presenting  the  geographical 
distribution  of  infectious  diseases 
started  to  appear.  Modern  medical 
geography,  which  had  its  beginnings 
after  World  War  II,  has  its  roots  in 
these  early  studies. 

Dr.  Jacques  M.  May,  a physician 
and  geographer,  headed  the 
American  Geographical  Society’s 
Atlas  of  Disease  Project  in  the  1950s 
and  published  several  classic  volumes 
on  the  ecology  of  infectious  disease. 
May  wrote  “Once  person,  disease, 
and  place  are  known,  we  may  be 
able  to  understand  why  someone  is 
afflicted  and  someone  else  is  not. 
Geographical  factors  may  emerge  as 
paramount  in  the  creation  of 
patterns  of  distribution”  (2). 

Disease  mapping 

Maps  of  the  occurrence  of  certain 
diseases  often  reveal  distinctive 
spatial  patterns  and  those  patterns 
may  provide  insight  into  etiology7 
(3).  Spatial  patterns  of  disease  may 
reflect  distinct  geographic  processes. 
Disease  can  often  be  associated 
with  interactions  between  people 
and  environment. 

Many  infectious  diseases  have 
well-known  agents,  vectors/vehicles, 
and  reservoirs.  Many  disease  agents 
and  vectors  exist  only  within  limited 
environments.  As  an  example,  maps 
depicting  the  distribution  of  malaria 
(Figure  1)  and  rainfall  (Figure  2)  are 
on  the  African  continent  are  shown, 
at  right.  The  distribution  of  malaria 
correlates  with  the  warm  and  humid 
parts  of  the  continent.  The  Anopheles 
mosquito  requires  a warm  climate 
with  relative  humidity  more  than  25%. 


Figure  1 . Map  depicting  the  distribution  of  malaria  in  Africa. 

MALARIA 

SHADED  AREAS  INDICATE  WHERE  TRANSMISSION  OCCURS  OR  CAN  OCCUR 


Figure  2.  Distribution  of  rainfall  in  Africa. 

AVERAGE  ANNUAL  RAINFALL 
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105  to  155 
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Standing  water  also  provides 
Anopheles  with  breeding  sites.  This  is 
why  there  is  transmission  in  the  Nile 
River  basin  because  of  the  numerous 
irrigation  ditches  and  canals.  Air 
temperature  also  plays  a role  in  the 
ecology  of  malaria;  Plasmodia 
generally  cannot  exist  where  the 
constant  air  temp  is  less  than  15°C, 
and  most  of  Africa  has  an  adequate 
thermal  regime  for  the  agent. 

Many  infectious  diseases  have 
been  mapped  extensively  worldwide 
and  regionally.  Since  the  etiology  of 
most  of  these  diseases  is  known, 
the  work  of  medical  geographers 
over  the  past  30  years  has  been  to 
search  for  pockets  of  hyperendemicity 
by  mapping  local  patterns,  to  study 
historical  trends,  and  to  serve  as 
consultants  in  control  strategies. 

The  research  of  Hunter  (4)  on 
onchocerciasis  (river  blindness)  in 
Africa  exemplifies  the  way  in  which 
geographical  study  can  contribute  to 
knowledge  of  disease  even  when 
the  workings  of  the  disease  cycle 
are  well-established.  Hunter 
, discovered  a cycle  of  village  advance 
and  retreat  along  the  Red  Volta  River 
in  northern  Ghana  that  was  tied  to 
fluctuations  in  the  severity  of 
transmission  of  onchocerciasis. 

Other  examples  of  modem  medical 
geography  can  be  found  in  the  work 
of  Jobin  (5)  and  White  et  al  (6).  Jobin 
mapped  the  decline  in  the  cases  of 
schistosomiasis  and  the  effectiveness 
of  control  programs  in  Puerto  Rico. 
White  and  colleagues  mapped  the 
geographic  and  temporal  spread  of 
Lyme  disease  in  New  York  state  and 
found  that  the  geographic  range  of 
the  vector  tick  Ixodes  dammini  had 
expanded  over  time. 

Multiple  sclerosis  (MS),  a disease 
of  the  central  nervous  system, 
appears  to  have  a non-random 
geographic  distribution  (7,8,9).  Its 
spatial  pattern  appears  to  be  related 
to  latitude.  In  the  U.S.,  death  rates 
from  MS  are  significantly  higher  in 
the  northern  versus  southern 
regions  of  the  country.  A north-south 
differential  also  appears  to  exist 
worldwide,  so  environmental  and 
genetic  factors  (and  perhaps, 
interactions),  may  be  involved  in  the 
as  yet  unknown  etiology  of  MS  (10). 


Regional  variations  also  exist  for 
cardiovascular  disease  in  the  U.S. 
The  southeastern  part  of  the  Atlantic 
Coastal  Plain  and  the  Manufacturing 
Belt  have  the  highest  rates  and  the 
Rocky  Mountain  region  has  the 
lowest  rates  (11,12).  There  is  no 
reason  to  believe  that  persons 
having  detrimental  lifestyles  or 
genetic  predisposition  to 
cardiovascular  and  cerebrovascular 
disease  would  choose  to  live  in 
certain  parts  of  the  country.  Rather, 
environmental  risk  factors  may  be 
important.  Some  of  the  extrinsic 
factors  proposed  over  the  years  are 
climate,  elevation,  water  hardness, 
industrial  toxins,  and  socio-economic 
stress  (13,14,13). 

The  thought  process  of  the 
medical  geographer  may  be 
illustrated  by  examination  of  a map 
of  cerebrovascular  disease  mortality 
rates  in  Appalachia  (Figure  3).  The 


map  shows  the  distribution  of 
age-adjusted  mortality  rates  from 
cerebrovascular  disease  (per  100,000 
white  males  per  year  for  the  period 
1968-1978)  in  the  counties  of  the 
Appalachian  region.  Clustering  of 
high  and  low  rates  is  apparent. 
There  are  two  distinct  patterns.  The 
first  is  a north-south  difference  with 
higher  rates  more  likely  to  be  found 
in  the  south  and  lower  rates  in  the 
north.  Something  about  climate, 
particularly  temperature,  may  be 
related  to  the  mortality  rate  pattern. 

The  second  pattern  is  less  obvious. 
By  superimposing  a map  of 
Appalachia’s  four  major  physiographic 
provinces  showing  from  east  to 
west  — the  Piedmont,  Blue  Ridge, 
Ridge  and  Valley,  and  Appalachian 
Plateaus),  one  can  see  that  the 
Piedmont  has  the  highest  proportion 
of  counties  falling  into  the  highest 
quartile  of  cerebrovascular  rates. 
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Rates  in  general  are  lowest  in  the 
Blue  Ridge  province.  Plateaus 
counties  tend  to  be  in  the  lower  rate 
quartiles  while  Ridge  and  Valley 
counties  are  more  evenly  distributed 
among  the  four  rate  categories.  The 
hypothesis  that  rates  are  very 
different  in  the  four  provinces  is 
confirmed  by  a Chi-square  statistic 
of  35.1  (p  < .001,  9 degrees  of 
freedom). 

Once  geographic  variation  is 
confirmed,  the  next  step  is  the 
collection  of  data  and  the  mapping 
of  variables  such  as  elevation, 
temperature  and  humidity,  income 
levels,  ethnicity,  distances  from  and 
availability  of  medical  resources, 
diet,  drinking  water  constituents, 
tobacco  usage,  and  other  factors 
that  might  reasonably  be  expected 
to  influence  morbidity  and  mortality 
from  cerebrovascular  disease. 
Correlation  and  regression  analyses 
would  then  be  needed  to  ascertain 
strengths  of  any  hypothesized 
relationships.  A major  question  is 
whether  the  disease  pattern  reflects 
problems  of  environment  or  of 
access  to  care. 


Conclusion 

Medical  geography  with  its 
techniques  and  approaches  has 
much  to  offer  medicine  and 
epidemiology.  There  are  many 
diseases  with  poorly  understood 
etiology  for  which  environment  may 
be  a contributory  factor. 

Infectious  disease  still  exacts  a toll 
on  humanity  in  various  parts  of  the 
world  and  medical  geography  can 
provide  new  insights.  Technologies 
such  as  Geographic  Information 
Systems  are  now  available  in  many 
public  health  and  governmental 
agencies,  and  in  epidemiology  and 
geography  departments  of  universities. 
These  technologies  allow  for  more 
rapid  data  collection,  mapping,  and 
analysis  at  various  geographic  sites. 
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Medical  malpractice:  Physician  offices  - heal  thyself 
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Many  physicians  find  themselves  involved  in  medical 
malpractice  lawsuits  that  are  not  prompted  by  actual 
medical  negligence,  but  by  deficiencies  in  their  medical 
office  administrative  systems  or  communications.  Lack 
of  attention  to  details  like  recordkeeping,  or  inadequate 
communication  systems  can  place  the  physician  in  an 
indefensible  position  in  a court  of  law. 

Patient  injury  can  result  from  system  failure,  even 
when  there  have  been  no  errors  in  clinical  judgment  or 
treatment.  Medical  office  systems  should  be  established 
to  ensure  consistent  management  of  information,  records 
and  paperwork.  These  systems  can  vary  in  sophistication 
from  requiring  the  physician’s  initials  on  reports  before 
they  are  filed  to  tracking  information  by  computer. 

Common  areas  of  risk  associated  with  patient 
processing  systems  include  the  making  of  appointments 
and  the  taking  of  phone  messages,  observation  of 
waiting  and  patient  care  areas,  follow-up  procedures, 
and  follow-up  appointments. 

Appointments  and  scheduling 

Appointments  are  an  area  of  potential  risk  that  is 
easily  addressed  and  monitored.  The  importance  of  the 
appointment  book/computerized  system,  is  that  it 
establishes  that  appointments  were,  in  fact,  made  at  the 
time  and  not  entered  into  the  book/system  at  some  later 
date,  following  a lawsuit  or  a claim. 

The  credibility  of  the  appointment  book/printout, 
depends  upon  how  it  is  maintained.  For  example,  many 
office  personnel  feel  it  is  appropriate  to  make 
appointments  in  pencil  and,  when  an  appointment  is 
canceled,  erase  it  and  write  a new  appointment  in  its 
place.  The  legal  problem  is  that  the  erasure  forever 
removes  from  the  book  (or  computer  system)  any 
evidence  that  an  appointment  had  been  made  and 
canceled  by  the  patient. 

In  medical  malpractice  lawsuits,  a patient  may  claim 
that  an  appointment  was  not  made  when  personnel  in 
the  office  recall  specifically  that  one  had  been  made  but 
cannot  specifically  prove  it  since  the  appointment  has 
been  erased  or  deleted  from  the  book/system.  The 
weakness  in  preserving  evidence  can  be  overcome 
simply  by  keeping  the  appointments  in  ink,  or  if  they 


are  computerized,  a hard  copy,  and,  when  an  appointment 
is  canceled/no  show,  marking  one  single  line  through  it 
and  noting  that  the  cancellation  was  by  the  patient. 
Naturally,  the  appointment  schedule  will  have  to  be 
larger  than  the  standard  model  since  it  may  be  necessary 
to  schedule  another  patient  into  the  same  time  “slot” 
and  there  must  be  space  in  which  to  write/type  it  in. 

Missed  or  canceled  appointments  are  often  an 
indication  of  patient  dissatisfaction  with  the  physician, 
which  may  be  the  first  sign  of  a potential  claim.  A 
serious  malpractice  lawsuit  may  result  if  a complication 
or  injury  occurs  because  the  patient  fails  to  obtain 
treatment. 

Therefore,  missed  or  canceled  appointments  should 
be  documented  and,  when  appropriate,  followed  up  by 
the  physician.  The  results  of  the  follow-up  should  also 
be  documented  in  the  patient’s  medical  record.  If  the 
patient  has  been  referred,  the  referring  physician  should 
be  notified  of  the  missed  appointment. 

Telephone  communications 

Phone  messages  are  another  source  of  claim  litigation 
so  it  is  critical  that  evidence  of  messages  be  maintained 
in  detail  and  documented  accurately. 

When  patients  call  in  to  complain  of  a problem  and 
declare  that  it  is  associated  with  the  care  that  physician 
is  providing,  that  information  should  be  noted  in  the 
patient’s  medical  record  in  a handwritten  note  that  is 
dated,  timed,  and  signed  by  the  person  who  took  the 
message  so  it  will  be  a permanent  part  of  the  record.  To 
do  this,  of  course,  requires  a few  extra  minutes  because 
it  means  pulling  the  patient  chart  and  making  sure  to 
document  a specific  note.  The  time  necessary  to  do  this 
will  pay  dividends  later  because  it  will  provide 
contemporaneous  proof  that  the  message  was  received, 
and  the  information  given  will  be  recorded  in  the 
patient’s  medical  record. 

The  importance  of  a 
contemporaneous  note 
is  that  it  is  documented 
without  contemplation 
of  a lawsuit  and  has 
more  credibility.  Such 
notes  serve  as  memory 
refreshers  when  office 
personnel  are  asked 
to  testify  as  to  the 
facts  involving  the  message. 
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Office  personnel  should  never  give  patients  medical 
advice  over  the  telephone.  The  only  advice  they  can 
give  is  to  tell  the  patient  to  come  in  and  see  the  physician 
or  make  an  appointment.  All  employees  must  be  taught 
about  emergencies  that  occur  and  transfer  such  calls  to 
the  physician  immediately.  He/she  should  respond  to 
calls  when  asked  by  the  employee;  otherwise,  after  a few 
turndowns,  this  staff  member  will  either  begin  to  make 
independent  decisions  or  will  put  the  caller  off,  which 
could  result  in  injury  to  the  patient  and  a claim  or  lawsuit. 

An  example  of  such  a situation  was  a case  in  which 
a gentleman  who  was  known  to  have  been  ill  for  several 
days  with  a high  fever  and  chills  called  to  report  that 
he  was  passing  blood  through  the  urinaiy  tract.  The 
employee  did  not  recognize  this  event  as  being  an 
emergency.  When  the  gentleman  was  finally  seen,  he 
died  shortly  thereafter. 

Information  given  over  the  phone  that  has  not  been 
documented  can  be  used  to  the  advantage  of  the 
plaintiffs  attorney.  Generally,  the  plaintiff  will  deny  the 
conversation  took  place,  and  without  documentation 
of  the  conversation,  the  defense  of  future  litigation  is 
weakened.  More  important,  if  telephone  conversations 
regarding  patient  complaints  and  associated  treatment  go 
undocumented,  other  health  care  professionals  reviewing 
the  medical  records  for  subsequent  patient  calls  will 
not  be  aware  of  repeated  complaints  that  are  unresolved 

Any  phone  conversation  with  the  patient  or 
significant  other  resulting  in  medical  advice  or 
medication  prescriptions  should  be  documented,  and 
at  a minimum,  the  following  should  be  documented: 

•Date  and  time  of  call 

• Person  handling  the  call 

• Patient  complaint  with  symptoms 

•Medical  advice  given  including  final  disposition 

•Medication  prescribed  or  refilled 

Telephone  contacts  with  physicians’  office  or 
answering  services  must  be  monitored  carefully.  It  is 
always  a temptation  for  physicians  to  advise  answering 
services  to  refer  to  them  only  calls  that  are  emergencies 
and  to  allow  the  others  to  wait  for  office  hours.  This 
system,  though,  presumes  that  the  answering  service 
employee  is  competent  to  take  a history  from  the  patient 
sufficient  to  determine  if  it  is  an  emergency.  This  risky 
practice  can  result  in  a malpractice  action  because  of 
the  employee’s  failure  to  identify  a problem  as  a true 
emergency  and  failure  to  notify  the  physician. 

Patient  follow-up  procedures 

Care  of  a patient  includes  a complete  history, 
physical  examination,  lab  tests,  treatment  and  follow-up. 
Many  medical  malpractice  lawsuits  revolve  around 
whether  or  not  a physician  requested  a patient  to  be 
re-examined  within  a certain  time  and  such  follow-up 
must  be  documented  in  the  medical  record.  This  again 
points  out  the  importance  of  properly  maintained 


schedules,  in  ink  or  hardcopy,  to  prove  that  an 
appointment  was,  in  fact,  on  the  schedule  and  that  the 
patient  either  canceled  or  did  not  show  up. 

Tracking  and  follow-up  systems  should  be  established 
for  all  patient  referrals  so  that  the  physician  to  whom  a 
patient  was  referred  can  be  contacted  to  determine 
whether  that  patient  was  compliant  with  instructions. 
Patients  who  are  advised  to  return  within  a specific 
time  should  be  called  again  at  home  the  evening  before 
the  follow-up  visit  to  remind  them  of  the  appointment. 
This  system  should  also  include  methods  to  consistently 
verify  that  all  patients  with  positive  and/or  abnormal  lab 
or  diagnostic  studies  are  notified  in  a timely  manner. 
Physicians  and/or  designated  individuals  should  always 
document  conversations  with  every  patient  and  maintain 
copies  of  all  correspondence  related  to  the  results  and 
notification  process.  Physicians  should  use  discretionary 
judgment  regarding  their  decision  as  to  whom  should 
notify  the  patient  and  how  he/she  should  be  notified. 

One  example  would  be  to  maintain  a centralized  log 
for  diagnostic  tests  performed  outside  the  office  or  sent 
for  interpretation.  This  log  should  be  retained  and 
secured  in  the  same  manner  as  other  permanent  medical 
records  and  contain  at  least  the  following  information: 

•Patient  name 

•Test  ordered 

• Date  test  to  be  performed 

•Location  where  test  is  to  be  performed 

•Date  test  results  received  in  the  office 

All  returned  diagnostic  test  results  should  be 
reviewed,  dated  and  signed  or  initialed  by  the 
physician  before  they  are  filed  in  the  chart,  regardless 
of  the  test  results.  Adverse  and  indefensible  results  may 
occur  if  the  physician  does  not  review  all  reports  before 
they  are  filed  in  the  patient  medical  record. 

Waiting  areas 

Waiting  area  safety  is  a potential  concern  since 
seriously  ill  patients  may  stay  in  the  waiting  room  for  a 
period  of  time.  Patients  may  collapse,  suffer  seizures, 
fall,  or  otherwise  have  a medical  emergency  so  it  is  vital 
that  office  staff  be  able  to  view  the  waiting  area  or 
monitor  the  area  frequently  in  order  to  identify 
problems  promptly.  This  is  particularly  important  when 
they  are  aware  of  a patient  who  may  have  a history  for 
seizures,  fainting,  etc. 

Summary 

Good  patient  relations  and  communications  along 
with  well-functioning  medical  office  systems  can  serve 
to  minimize  or  eliminate  harm  to  the  patient,  improve 
quality'  patient  care  and  avoid  a malpractice  claim. 

For  more  risk  management  information,  contact  Kathi 
Burton  at  (304)  346-8228,  or  (304)  522-0601,  or  by  FAX 
at  (304)  522-0602. 
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The  benefits  of  laparoscopic  antireflux  surgery 
for  the  treatment  of  gastroesophageal  reflux  disease 
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Medicine,  Morgantown;  President, 
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Abstract 

In  the  U.S.,  more  then  10%  of  adults 
have  symptoms  of  gastroesophageal 
reflux  disease  (GERD),  which  is 
caused  by  the  combination  of 
incompetent  lower  esophageal 
sphincter  and  sliding  hiatal  hernia. 
Most  symptoms  of  this  disease  are 
mild  and  they  do  not  require 
treatment.  However,  severe 
conditions  such  as  esophageal 
erosion,  ulceration,  stricture,  asthma 
due  to  aspiration  and  chronic 
respiratory  infections  require 
medical  or  surgical  managements. 
Most  patients  can  be  effectively 
treated  with  traditional  medical 
management  utilizing  dietary 
modification,  weight  loss,  raising  the 
head  of  the  bed,  antacids,  H2 
antagonists  and  proton  pump 
inhibitors.  Recently,  though,  it  has 
been  proven  that  long-term  relief  may 
be  achieved  more  efficiently  with 
antireflux  surgery  or  Laparoscopic 
Nissen  fundoplication.  Since  1993,  a 
total  of  80  patients  with  advanced 
GERD  have  undergone  laparoscopic 
nissen  fundoplication  at  the  United 
Hospital  Center  in  Clarksburg,  W.  Va., 
and  the  results  have  been  excellent. 
In  addition,  the  hospital  charges  for 
patients  having  laparoscopic  Nissen 
fundoplication  are  much  less  than 
for  those  who  undergo  open 
procedure  and  the  recuperation  time 
is  much  shorter. 


Introduction 

In  the  U.S.,  more  than  10%  of 
adults  are  known  to  have  symptoms 
of  gastroesophageal  reflux  disease 
(GERD),  which  results  from 
incompetent  lower  esophageal 
sphincter  and  sliding  hiatal  hernia. 

Most  symptoms  of  GERD  are 
mild  and  do  not  require  treatment. 
However,  severe  conditions  such  as 
esophageal  erosion,  ulceration, 
stricture,  Barrett’s  esophagitis, 
asthma  due  to  aspiration  and 
chronic  respiratory  infections  must 
be  medically  and/or  surgically  treated. 

There  are  several  endoscopic 
classifications  of  GERD.  Of  these, 
Savory-Miller  classification  includes 
Grade  - normal;  1 - erythema  of 
edema;  2 - non-circumferential 
erosion;  3 - circumferential  erosion; 
and  4 - ulcer  and/or  stricture. 

Esophageal  strictures  occur  in 
10%-20%  of  patients  with  chronic 
GERD.  Most  of  these  patients  develop 
dysphagia,  a food  impaction  and 
“heart-attack  like”  chest  pain.  Barrett’s 
esophagitis  usually  occurs  in  patients 
who  have  had  GERD  symptoms  for 
a long  time. 

Medical  management  of  GERD 
consists  of  dietary  modification, 
discontinuation  of  smoking  and 
alcohol,  weight  loss,  raising  the 
head  of  the  bed,  antacids,  H2 
antagonists  and  proton  pump 
inhibitors.  Spechler  et  al  (1)  stated 
that  surgery  is  as  effective  as  medical 
therapy  for  treating  complications  of 
GERD,  but  more  recent  studies 
support  the  finding  that  long-term 
relief  and  patient  satisfaction  may 
be  achieved  more  efficiently  with 
antireflux  surgery  (2).  Long-term 
usage  of  Omeprazole  causes  some 
concern  based  on  possible  side 


effects  and  cost.  However,  Strader 
et  al,  through  a nine-year  study, 
suggested  that  concern  over  safety 
of  Omeprazole  may  be  overstated. 

In  1991,  laparoscopic  Nissen 
fundoplication  was  first  performed 
by  Dallemagne  (2).  Since  then, 
many  investigators  have  concluded 
that  the  procedure  can  be  carried 
out  in  exactly  the  same  fashion  as 
with  the  open  technique  but  with 
less  postoperative  sequelae  and 
greater  patient  satisfaction  (3-8). 

Candidates  for  laparoscopic  Nissen 
fundoplication  are  those  with 
pathologic  GERD  who  are  not 
responding  to  H2  blockers  or  proton 
pump  inhibitors,  or  those  who 
require  long-term  use  of  Omeprazole, 
especially  younger  patients  with 
severe  GERD  who  would  otherwise 
require  lifelong  medical  therapy. 
Some  other  indications  for  the  surgery 
are  severe  bleeding  from  esophagitis 
and  reflux-related  complications  of 
the  respiratory  tract  (8). 

Since  there  are  other  causes  for 
esophagitis  than  gastroesophageal 
reflux,  all  patients  should  undergo 
thorough  preoperative  evaluation 
such  as  EGD  with  biopsy,  barium 
swallow,  24-hour  PH  monitoring 
and  esophageal  motility  study.  EGD 
with  biopsy  will  confirm  the  presence 
of  esophagitis  and  determine  the 
presence  or  absence  of  GERD 
complications.  GE  reflux  must  be 
indicated  on  pH  monitoring  and 
there  must  be  no  evidence  of 
significant  esophageal  dysmotility,  i.e. 
achalasia  on  the  motility  study  (3,4,3). 

Antireflux  surgery  technique 

Laparoscopic  Nissen  fundoplication 
is  performed  with  standard  basic 
laparoscopic  equipment  with  the 
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Figure  1.  Drawing  illustrating  where  the  five  trocars 
are  placed  through  the  anterior  abdominal  wall. 


Figure  2.  Illustration  showing  how  a window  is 
created  behind  the  esophagus. 


Figure  3 . The  hiatus  is  closed  by  suturing  the  right 
and  left  crus  together. 


Endo-GIA  instrument. 


patient  placed  in  a modified 
lithotomy  position  in  the  steep 
reverse-Trendelenburg  position. 

A 10  mm  Hasson  trocar  is  placed 
in  the  midline  approximately  5 cm 
above  the  umbilicus.  For  patients 
with  short  epigastrium,  the  Hasson 
trocar  is  inserted  through  the 
umbilicus.  The  Hasson  trocar  is 


connected  to  an  automatic 
insufflator  to  introduce  C02  gas  into 
the  abdominal  cavity.  Under  direct 
visualization,  two  11.5  mm  ports  are 
placed  5 cm  below  the  xyphoid  and 
the  left  subcostal  area  in  the 
midclavicular  line.  These  two  ports 
are  used  for  a two-handed  approach 
to  the  hiatal  area.  A 10  mm  port  is 


placed  in  the  right  subcostal  area  to 
introduce  a fan-shaped  endo-retractor 
to  retract  the  left  lobe  of  the  liver.  A 
10  mm  port  is  placed  in  the  right 
subcostal  area  to  introduce  retractor 
for  downward  traction  of  the 
stomach  (Figure  1). 

Using  a two-handed  technique, 
the  surgeon  dissects  the  gastrohepatic 
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Figure  5.  The  posterior  fundic  wrap  has  been 
brought  through  the  retroesophageal  window. 


Figure  6.  Fundoplication  is  performed  suturing  the 
anterior  fundus,  the  anterior  lateral  surface  of  the 
esophagus  and  the  posterior  fundus. 


ligament,  the  peritoneal  attachments 
overlying  the  gastroesophageal 
junction,  the  right  crus,  and  the 
right  (posterior)  vagus  nerve  are 
exposed  and  visualized.  The  stomach 
is  retracted  to  the  patient’s  right,  and 
the  left  crus  is  exposed.  The  left 
(anterior)  vagus  nerve  is  identified. 

A window  is  then  created  behind 
the  esophagus,  anterior  to  the  right 
vagus  nerve  (Figure  2).  The  hiatus  is 
closed  by  suturing  the  right  and  left 
crus  together  with  an  automatic 
endo-suture  instrument  (Figure  3). 

Division  of  the  short  gastric  vessels 
between  the  stomach  and  the  spleen 
depends  on  how  floppy  or  loose 
the  fundus  is.  Until  recently,  almost 
all  patients  underwent  division  of 
the  short  gastric  vessels  in  order  to 
prevent  postoperative  dysphagia. 
Usually  three  of  four  of  the  short 
gastric  vessels  are  divided  to  allow 
the  fundus  to  be  brought  behind  the 
stomach  without  tension.  In  order  to 
divide  the  short  gastric  vessels,  the 
fan  retractor  is  replaced  with  a grasper 
through  the  right  lateral  port,  the 
short  gastric  omentum  is  retracted  in 
the  anterior-superior  direction,  and 
the  short  gastric  vessels  are  divided 
with  an  Endo-GIA  stapler  about  one- 
third  of  the  way  down  the  greater 
curvature,  10  cm  to  15  cm  (Figure  4). 


Once  the  posterior  fundic  wrap 
has  been  brought  posterior  to  the 
esophagus  (Figure  5),  a fundoplication 
is  carried  out  over  a 60  French 
Moloney  dilator.  With  the  automatic 
suturing  instrument,  sutures  are 
placed  between  the  anterior  fundus, 
the  anterior  lateral  surface  of  the 
esophagus  and  the  posterior  fundus 
(Figure  6). 

Usually,  two  stitches  are  needed 
to  create  a short  floppy  wrap.  A 
smaller  dilator  has  been  used  in 
patients  with  stricture  of  the  distal 
esophagus.  Nasogastric  tube  is 
usually  removed  immediately  after 
the  procedure  is  completed  and  the 
patients  are  allowed  to  have  clear 
liquids  in  the  evening  after  the 
surgery.  We  have  started  asking 
patients  to  remain  on  a full  liquid 
diet  for  one  week  to  10  days  after 
surgery  until  postoperative  edema 
improves.  Generally  patients  are 
discharged  within  24  hours. 

Results 

Since  1993,  a total  of  80  patients 
with  advanced  GERD  or  GERD  with 
complications  have  undergone 
laparoscopic  Nissen  fundoplication 
at  United  Hospital  Center  in 
Clarksburg,  W.Va.  Four  of  these 


patients  (5%)  required  conversion  to 
open  procedure.  Eight  patients 
(11.4%)  underwent  a combination 
of  the  antireflux  procedure  and 
cholecystectomy  for  both  GERD  and 
chronic  calculous  cholecystitis. 

Immediate  postoperative  dysphagia 
was  seen  in  14  percent  of  the 
patients,  was  treated  conservatively 
and  usually  improved  within  a few 
weeks.  Four  patients  (5%)  required 
one  or  two  dilatations  for  persistent 
solid  food  dysphagia  with  good 
success.  Postoperative  dysphagia  is 
felt  to  be  caused  by  a combination 
of  edema  of  the  esophageal  mucosa 
and  lack  of  floppiness  of  the  fundus. 
Therefore,  these  patients  were 
placed  on  liquid  diet  for  a week  to 
10  days.  Recently,  routine  division 
of  the  short  gastric  vessels  between 
the  stomach  and  the  spleen 
eliminated  the  problem  of 
immediate  postoperative  dysphagia. 

Five  patients  had  a very  large 
hiatal  hernia  with  50%-80%  of  the 
stomach  located  above  the 
diaphragm  and  a very  large  hiatal 
opening  and  short  esophagus 
(Figure  7).  After  reduction  of  the 
stomach,  an  extensive  dissection 
and  of  the  esophagus  from  the 
distal  mediastinum,  repair  of  the 
cruae  and  Nissen  fundoplication 
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Figure  7.  A very  large  hiatal  hernia  with  GERD. 


were  caried  out.  For  these  cases  of 
a large  hiatal  hernia,  either 
phresogastropexy  or  crurofundopexy 
were  added  to  prevent  recurrent 
transhiatal  migration  of  the 
esophagogastric  junction. 

The  operative  time  and  the  length 
of  hospitalization  have  been 
improved  from  initial  experiences. 
Generally,  the  operative  time  ranges 
between  70  minutes  and  2 hours. 
Hospital  stays  of  two  days  were 
typical  initially,  but  recently,  almost 
all  patients  have  been  discharged 
on  the  first  postoperative  day. 

Patient’s  charges  for  laparoscopic 
Nissen  fundoplication  are  much  less 
than  those  for  undergoing  an  open 
procedure  because  the  hospital  stay 
is  much  shorter.  Patients  who  are 
treated  laparoscopically  also  return 
to  work  much  sooner  than  open 
procedure  patients. 

The  short-term  results  seems  to 
be  very  satisfactory  utilizing 
laparoscopic  Nissen  fundoplication. 
The  long-term  results  are  yet  to  be 
observed  closely. 
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Abstract 

► 

) 

k A resurgence  of  acute  rheumatic 
fever  (ARF)  was  noted  over  the  last 
10  years  in  several  areas  of  the 
United  States.  West  Virginia  was  no 
exception  with  two  reports  appearing 
in  the  literature  confirming  an 
increased  incidence  in  the  1980s 
among  children  and  adults.  The 
Pediatric  Cardiology  Division  at  West 
Virginia  University  Children’s  Hospital 
had  30  cases  of  ARF  referred  between 
1980  and  1995,  and  surprisingly  27  of 
these  cases  had  been  diagnosed  since 
1986.  This  article  describes  our  chart 
review  of  these  30  cases  which 
studied  epidemiological  aspects, 
diagnostic  criteria  and  regional 
differences  by  chi-square  analysis. 
Other  issues  we  present  include 
“silent"  mitral  regurgitation  and  the 
unreliability  of  a history  of  a recent 
pharyngitis  with  or  without 
appropriate  antibiotic  therapy  while 
considering  ARF  in  the  differential 
diagnosis. 


Introduction 

Walter  B.  Cheadle  (1)  first 
described  the  various  manifestations 
of  acute  rheumatic  fever  (ARF)  in 
1889-  Since  the  specific  criteria  for 
the  diagnosis  of  this  disease  was 
defined  by  Dr.  T.  Duckett  Jones  (2) 
in  1944,  the  incidence  of  ARF  has 
steadily  decreased  (3). 

Epidemics  of  acute  rheumatic 
fever  have  occasionally  occurred, 
however,  a resurgence  of  this 
disease  has  occurred  in  the  U.S. 
over  the  past  10  years,  especially  in 
northeastern  Ohio,  Columbus, 

Ohio,  western  Pennsylvania,  Utah, 
and  New  York  City  (4-8).  The 
reasons  for  this  increase  in  some 
areas  may  be  secondary  to  the 
appearance  of  rheumatogenic  mucoid 
strains  of  Streptococcus  pyogenes  of 
several  different  M serotypes  (3). 

West  Virginia  was  no  exception  to 
this  increase  in  ARF  cases  in  the  1980s. 
Fifteen  cases  were  reported  in 
Charleston  between  1982-1988  (9), 
and  a conglomeration  of  23  patients 
were  diagnosed  between  1980-1989 
in  Morgantown,  WV  (10).  Each  of 
these  reviews  cited  both  children 
and  adults  with  the  disease. 

Eight  children  were  noted  in  the 
Morgantown  study,  and  only  two  of 
those  cases  overlapped  with  our 
study,  most  likely  secondary  to  a 
referral  to  a separate  division  in  the 
university.  Interestingly,  7 of  the  8 
cases  in  children  were  diagnosed 
between  1986-1989,  paralleling  the 
resurgence  in  several  areas  of  the  U.S., 
some  of  which  were  found  in 
neighboring  states  (10).  In  addition, 
the  epidemiology  of  this  disease  is 
similar  to  the  past  except  that  it  is 
no  longer  mainly  found  in  individuals 
of  a low  socioeconomic  status  (3). 

This  article  describes  our 
retrospective  review  of  all  cases  of 
ARF  referred  to  the  Pediatric 
Cardiology  Division  of  the  West 
Virginia  University  (WVU)  Children’s 
Hospital  from  1980-1995. 


Methods 

We  conducted  a retrospective 
chart  review  for  all  patients  diagnosed 
with  ARF  referred  to  the  Pediatric 
Cardiology  Division  of  West  Virginia 
University  (WVU)  Children’s  Hospital 
from  1980  through  1995.  Our  study 
was  designed  to  define  the 
epidemiological  characteristics  of  the 
illness  and  to  delineate  any  unique 
aspects  of  ARF  in  our  region. 

A total  of  30  patients’  charts  were 
reviewed  and  27  of  these  cases  had 
occurred  since  1986.  Each  patient 
was  reviewed  utilizing  the  1992 
update  of  the  Jones  criteria  by 
fulfilling  either  two  major 
manifestations  or  one  major  and 
two  minor  manifestations  with 
supportive  evidence  of  a recent 
group  A streptococcal  infection  (11). 

The  major  criteria  included 
carditis  (defined  by  a murmur  of 
valvar  insufficiency  or  stenosis), 
polyarthritis  (migratory  in  nature 
involving  major  joints),  Sydenham’s 
chorea,  erythema  marginatum  (pink 
rash  with  serpiginous  borders  and 
central  paleness  often  involving  the 
trunk  and  proximal  extremities), 
and  subcutaneous  nodules  (noted 
on  the  extensor  surfaces  of 
extremities  but  also  may  overly  a 
spinous  process  or  the  occiput).  The 
minor  manifestations  include  clinical 
findings  as  well  as  lab  data.  The 
minor  criteria  were  also  reviewed  in 
accordance  with  the  1992  update  of 
the  Jones  criteria  (11). 

Arthralgia,  pain  in  one  or  more 
joints,  was  considered  as  long  as 
arthritis  was  absent.  Fever,  obviously 
non-specific  for  this  disease,  was 
sufficient  as  a minor  criterion.  As  for 
the  laboratory  findings,  which  were 
also  non-specific  for  ARF,  an 
elevated  erythrocyte  sedimentation 
rate  and  C-reactive  protein  were 
utilized  as  well  as  a prolonged  PR 
interval  on  electrocardiogram 
analysis.  Several  laboratory 
investigations  were  used  to  find 
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Table  1.  Percentages  of  the  Major  Jones  Criteria  Amongst  Geographic  Area  and  Chi-Square 
Analysis  Between  WV  Data  and  Other  Areas  of  Resurgence. 


Carditis 

Arthritis 

Svdenham’s  Chorea 

Ervthema  Mareinatum 

Subcutaneous  Nodules 

WV 

21/30 

17/30 

6/30 

3/30 

0/30 

1980-95 

(70°/)) 

(57%) 

' (20%) 

6/30 

(0%) 

NE  Ohio 

7/23t 

18/23 

2/23 

3/23 

0/23 

1986(4) 

(30%) 

(78°/0 

(9%) 

(13%) 

(0%) 

Western  PA 

21/43 

18/43 

17/43 

1/43 

2/43 

1987-90(5) 

(49%) 

(42%) 

(40%) 

(2%) 

(5%) 

Columbus 

20/40 

26/40 

7/40 

5/40 

1/40 

1984-86(6) 

(50%) 

(65%) 

(18%) 

(13%) 

(3%) 

NYC 

34/59 

45/59 

2/59* 

0/59* 

0/59 

1979-88(8) 

(57%) 

(76%) 

(3%) 

(0%) 

(0%) 

Utah 

187/274 

99/274* 

94/274 

11/274 

7/274 

1985-92(7) 

(68%) 

(36%) 

(34%) 

(4%) 

(2.6%) 

Footnote:  *p<  .05,  fp  < .01  versus  WV  data.  Other  geographic  areas  were  previously  cited  in  the  literature  and  indicated 
in  the  references. 


supportive  evidence  of  a recent 
group  A beta-hemolytic  streptococcal 
infection  (GABHS)  including  a 
positive  throat  culture  or  rapid 
antigen  test  versus  specific  antibody 
titers.  Required  data  includes  a 
rising  or  elevated  anti-streptolysin  O 
antibody  titer,  anti-deoxyribonuclease 
B titer  (anti-Dnase  B),  or  an 
anti-hyaluronidase  titer. 

Three  circumstances  exist  in 
which  the  diagnosis  of  ARF  is  made 
without  the  strict  adherence  of  the 
previously  mentioned  criteria.  Two 
of  these  include  Sydenham’s  chorea 
alone  or  indolent  carditis,  each 
which  may  appear  without  the 
required  supporting  evidence 
secondary  to  their  late  presentation 
up  to  months  past  the  onset  of  the 
illness  (11).  In  both  cases,  care  must 
be  taken  to  exclude  other  disease 
processes  that  mimic  ARF.  The  third 
instance  encompasses  those  cases 
with  a prior  history  of  rheumatic 
fever.  The  1992  update  for  the  Jones 
criteria  considers  a recurrent  attack 
a “new”  case  of  rheumatic  fever  (11). 
These  cases  may  be  more  subtle. 


Most  of  the  recurrences  do  however 
fulfill  the  Jones  criteria,  yet  exceptions 
occur  and  a presumptive  diagnosis  of 
ARF  can  be  made  as  long  as  there  is 
evidence  of  a recent  GABHS  infection. 

The  percentages  of  the  major 
Jones  criteria  were  reviewed  and 
compared  to  recent  areas  of 
resurgence  using  chi-square  analysis. 
A p value  of  less  than  .05  was 
considered  significant  (12). 

Age,  race,  gender  and  the  state  of 
residence  data  were  collected  for 
each  patient.  Charts  were  reviewed 
for  a history  of  pharyngitis  and 
whether  or  not  the  patient  was 
given  antibiotic  treatment  for  such. 

Echocardiographic  studies  were 
reviewed  when  available.  Only  the 
initial  report  was  utilized  for  this 
study.  Mitral  regurgitation  was 
defined  according  to  the  following 
criteria  utilized  by  the  Utah  group: 

1.  Holosystolic  regurgitant  flow; 

2.  Flow  back  to  the  left  atrial  wall; 
and 

3.  High-velocity  turbulence  on 
color  flow  Doppler  (7). 


Standard  echocardiographic 
studies  were  performed  and  recorded 
on  each  subject  which  included 
color  and  pulsed  Doppler  evaluation 
of  all  valves,  chamber  dimensions, 
cardiac  function,  and  presence  or 
absence  of  a pericardial  effusion. 

Results 

The  initial  diagnoses  of  several  of 
the  30  patients  were  made  by 
outside  physicians,  therefore,  the 
work-up  of  each  patient  was  not 
standardized.  This  precluded  the 
ability  to  base  all  percentages  on  a 
total  of  30  in  each  category. 

Interestingly,  several  of  the  cases 
were  diagnosed  in  1991  with  six 
new  cases  confirmed  that  year.  By 
adding  the  pediatric  cases  in 
Morgantown  that  were  previously 
reported  by  Mason  et  al,  five  cases 
were  noted  in  1988,  and  four  in 
1989  (10).  Six  of  the  eight  cases  were 
not  used  in  the  compilation  of  data. 
The  six  patients  were  not  referred  to 
the  cardiology  group  initially  and  a 
divisional  chart  was  not  available. 
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Twenty-seven  of  the  30  patients 
were  referred  for  an  initial  acute 
episode  of  rheumatic  fever.  One 
patient  had  a recurrence  about  10 
months  past  her  initial  presentation. 
This  case  was  only  counted  once  in 
the  compilation  of  data. 

From  a demographic  standpoint, 
97%  (29/30)  of  the  patients  were 
Caucasian,  whereas  the  other  case 
was  an  Asian  male.  The  ages  of  the 
patients  ranged  from  7 to  15  years 
with  the  mean  being  10.6  years. 
There  was  a preponderance  of 
males  (21/30)  in  our  population. 
Twenty-eight  of  the  30  patients 
were  from  the  state  of  West  Virginia; 
one  patient  was  referred  from 
western  Maryland  and  the  other 
from  southwestern  Pennsylvania. 

Of  the  major  criteria,  70%  of  the 
patients  had  carditis  (21/30),  57% 
had  polyarthritis  (17/30),  20% 
exhibited  Sydenham’s  chorea  (6/30), 
10%  had  a history  of  erythema 
marginatum  (3/30),  and  none  had 
subcutaneous  nodules.  Carditis  was 
the  only  major  manifestation  in  27% 
(8/30),  while  arthritis  alone  was 
noted  in  23%  (7/30).  Sydenham’s 
chorea  as  the  only  manifestation  of 
ARF  was  noted  in  1 patient  (3%). 

Several  combinations  were  noted 
in  the  presentation  of  the  major 
criteria  and  are  as  follows: 

1.  Carditis  and  arthritis  27%  (8/30); 

2.  Carditis  and  chorea  10%  (3/30); 

3.  Carditis,  arthritis,  and  erythema 
marginatum  7%  (2/30);  and 

4.  Carditis,  chorea,  and  erythema 
marginatum  3%  (1/30). 

The  minor  criteria  showed  85% 
with  an  elevated  erythrocyte 
sedimentation  rate  (22/26),  67% 
with  an  elevated  C-reactive  protein 
(12/18),  63%  with  fever  (19/30), 

27%  with  arthralgia  (8/30),  and  22% 
with  an  increased  PR  interval  (5/23). 
Table  1 shows  our  percentages  of 
the  major  criteria  with  the  collated 
percentages  of  the  outbreaks  in 
northeastern  Ohio,  western 
Pennsylvania,  Columbus,  Ohio, 

Utah,  and  New  York  City.  Utilizing 
chi-square  analysis,  a few  differences 
were  noted  between  the  reported 
areas  of  resurgence  and  the  WV  data. 


There  was  a statistically  significant 
difference  between  the  percentage 
of  carditis  in  northeastern  Ohio 
(Akron)  (30%)  and  the  WV 
experience  (70%)(p  < .01).  Also,  36% 
of  the  patients  in  the  Utah  study 
exhibited  polyarthritis  which  is 
statistically  lower  than  the  57% 
noted  in  WV  (p  < .05).  In  addition, 
New  York  City  reported  only  3% 
with  Sydenham’s  chorea  compared 
to  20%  in  WV  (p  < .05),  and  similarly 
NYC  had  no  patients  with  erythema 
marginatum  which  was  statistically 
significantly  different  from  10% 
noted  in  our  population  (p  < .05). 

All  other  percentages  of  the  major 
Jones  criteria  amongst  the  sites  were 
similar  to  our  experience. 
Interestingly,  by  adding  the  major 
criteria  from  the  six  patients 
previously  reported  in  the  literature 
by  Mason,  et  al,  the  statistical 
analysis  for  comparison  did  not 
change  except  in  one  instance  (10). 
The  arthritis  percentage  in  NYC 
(76%)  was  then  statistically  higher 
than  the  56%  (20/36)  in  our 
experience  combined  with  those  six 
patients  previously  reported  (10). 

Echocardiograms  were  available 
for  review  in  27  of  the  30  patients; 
78%  (21/27)  of  the  studies  revealed 
mitral  valve  involvement.  This 
included  15  patients  with  mild 
mitral  regurgitation  (MR),  five  with 
moderate  MR,  and  one  with  severe 
MR.  Three  patients  also  exhibited 
mitral  valve  prolapse  concomitantly. 
Approximately  26%  (7/27)  of  the 
patients  had  aortic  regurgitation(AR) 
of  varying  significance  (six  with  mild 
AR;  one  with  moderate  AR).  A 
pericardial  effusion  was  noted  in 
one  subject.  Two  of  the  remaining 
six  patients  (33%)  that  had 
echocardiograms  without  a murmur 
of  valvulitis  had  mitral  regurgitation 
by  strict  echocardiographic  criteria  (7). 

Documentation  of  a recent  group 
A streptococcal  infection  was 
obtained  by  a positive  throat  culture 
or  rapid  antigen  test  in  13%  (4/30), 
whereas  in  87%  (26/30)  rising  or 
elevated  antibody  titers  were 
detected.  Of  these,  only  63%  09/30) 
had  a history  of  pharyngitis  with  37% 
(7/19)  treated  with  an  appropriate 
antibiotic  for  a 10-day  duration. 


Discussion 

Though  the  incidence  of  ARF  has 
declined,  there  have  been  recent 
resurgence  areas  in  the  U.S.  By 
reviewing  the  epidemiologic  and 
demographic  data  of  ARF, 
physicians  may  be  more  able  to 
diagnose  this  disease. 

A global  comparison  reveals  that 
the  percentages  of  the  major  criteria 
at  WVU  Children’s  Hospital  are 
similar  to  the  data  noted  since  the 
early  1960s  by  Dr.  Ayoub  (13).  These 
results  suggest  that  the  presentation 
of  ARF  has  not  changed  substantially 
for  three  decades.  However,  our 
data  is  different  in  several  ways  to 
the  studies  in  northeast  Ohio,  Utah, 
and  New  York  City  (4,7,8). 

First  of  all,  the  rate  of  carditis  in 
our  region  (70%)  was  significantly 
higher  than  that  found  in  Akron, 
Ohio  (30%)  during  their  resurgence 
in  1986.  This  difference  may  be  due 
to  the  rheumatogenicity  of  different 
M serotypes  of  GABHS  that  are 
present  in  a resurgence  area.  This 
difference  is  made  even  more 
intriguing  since  Ohio  borders  West 
Virginia,  and  no  statistically 
significant  difference  exists  between 
the  WV  experience  in  comparison 
to  western  Pennsylvania  and 
Columbus,  Ohio  in  regard  to  all  of 
the  major  criteria. 

Another  difference  was  that  the 
rates  of  arthritis  in  WV  (57%)  are 
statistically  higher  than  those  reported 
in  Utah  (36%),  and  the  percentages 
of  erythema  marginatum  and 
Sydenham’s  chorea  in  WV  (10%  and 
20%,  respectively)  are  statistically 
greater  than  those  in  NYC  (0%  and 
3%,  respectively).  NYC’s  data  may 
be  falsely  low  on  their  rates  of 
Sydenham’s  chorea  secondary  to  the 
fact  that  the  neurologists  followed 
some  patients  with  chorea  on  an 
outpatient  basis  which  was  not 
reflected  in  their  data  (8).  In  addition, 
as  noted  earlier,  if  the  patients 
reported  by  Mason,  et  al  (10)  are 
included,  then  the  NYC  arthritis  rate 
(76%)  is  significantly  higher  than  our 
combined  experience  in  WV  (56%). 
Finally,  these  findings  suggest  regional 
differences  in  the  presentation  of  ARF 
when  reviewing  recent  resurgences. 
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In  our  series,  there  were  two 
cases  of  mitral  regurgitation  by  strict 
echocardiographic  criteria  without  a 
murmur  on  auscultation.  Mitral 
regurgitation  by  ultrasound  without 
an  audible  murmur  was  noted  in 
the  Utah  study  with  47%  of  the 
patients  who  presented  with  arthritis 
at  the  onset  of  illness  and  57%  of 
the  patients  with  chorea  as  the  only 
manifestation  of  ARF  (7).  A control 
study  of  healthy  patients  is  proposed 
by  the  same  group  in  Utah  to  confirm 
abnormal  mitral  regurgitation  by  their 
criteria  (7). 

The  two  children  without  a 
murmur  had  mitral  regurgitation  on 
echocardiography,  one  presented 
with  Sydenham’s  chorea  alone  while 
the  other  exhibited  polyarthritis  only. 
At  present,  one  cannot  utilize 
echocardiography,  including 
Doppler,  alone  to  document  carditis 
without  a murmur  suggestive  of 
valvulitis  (11).  It  may  be  postulated, 
however,  that  once  defined  by 
healthy  controls,  the  echocardiogram 
may  be  included  in  the  major 
criterion  of  carditis  so  as  to  not 
dismiss  a patient  not  fulfilling  the 
Jones  criteria  secondary  to  the  lack 
of  the  necessary  auscultory  findings. 

Another  interesting  challenge  is 
the  fact  noted  in  several  studies  that 
a patient  may  have  no  history  of 
pharyngitis,  or  may  have  had  this 
symptom  and  a full  10-day  course 
of  antibiotic  treatment,  and  still 
develop  ARF  (7).  In  our  series,  63% 
of  the  30  patients  had  pharyngitis 
symptomatology,  and  37%  (7/19)  of 
those  had  a full  10-day  course  of 
antibiotic  treatment  for  GABHS 
infection.  Unfortunately,  there  is  no 
proof  of  compliance  in  these  patients 
nor  documentation  of  a throat  culture 
prior  to  their  antibiotic  course. 
However,  this  again  emphasizes  that 
a high  index  of  suspicion  for  the 
diagnosis  of  ARF  must  be  exercised, 
since  a prior  history  of  pharyngitis 
and  subsequently  a history  of 
proper  antibiotic  management  for 


this  infection  is  markedly  unreliable. 
Theories  concerning  failure  of 
prevention  of  ARF  developing  post 
a GABHS  pharyngitis  were  reported 
by  the  Pittsburgh  group  in  1991  (5). 
These  included  noncompliance, 
short  latency  period  between  the 
infection  and  the  subsequent 
development  of  ARF,  and  finally  the 
most  recent  GABHS  infection  was 
possibly  not  the  inciting  pathogenic 
event  (5).  Clearly,  the  etiologic 
agent  of  the  pharyngitis  must  be 
known  to  assume  failure  of 
prevention  of  ARF  via  a course  of 
antibiotics. 

In  conclusion,  the  cases  of  acute 
rheumatic  fever  referred  to  West 
Virginia  University  Children’s 
Hospital  over  the  last  15  years 
exhibit  similar  attributes  and 
epidemiological  features  to  outbreaks 
over  the  past  30  years.  Interestingly, 
the  major  criteria  percentages,  in 
regard  to  carditis,  polyarthritis, 
erythema  marginatum,  and 
Sydenham’s  chorea,  are  different 
statistically  from  some  of  the  recent 
areas  of  resurgence.  The  reasons  for 
these  specific  differences  are 
unclear  but  may  be  theorized  to  be 
associated  with  specific  M serotypes 
of  GABHS,  although  no  evidence 
exists  to  support  this  speculation. 
Additionally,  echocardiography 
continues  to  be  controversial,  yet 
our  findings  concur  with  those 
noted  in  Utah  concerning  “silent” 
mitral  regurgitation  (7).  Further 
studies  are  necessary  to  define 
abnormal  MR  in  healthy  controls. 
Finally,  a history  of  pharyngitis  with 
or  without  treatment  should  be 
reviewed  with  extreme  caution  and 
should  not  be  used  to  preclude 
placement  of  ARF  in  the  differential 
diagnosis  in  the  correct  clinical 
setting.  Most  importantly,  our  study 
provides  a framework  for  several 
interesting  issues  concerning  the 
diagnosis  of  ARF  and  further  define 
the  features  of  the  illness  in  our 
region. 
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Abstract 

This  article  describes  our  study  of 
the  long-term  outcomes  for  115 
women  with  minimally  invasive 
breast  cancer  (i.e.  < 1 cm)  who  were 
treated  at  Charleston  Area  Medical 
Center  from  1973-1988.  Our  goals  in 
initiating  this  study  were  to  find  out 
whether  or  not  minimally  invasive 
breast  cancer  (MIBC)  is  curable  by 
local  modalities  and  if  there  are 
subgroups  with  MIBC  that  have  a 
lower  survival  rate.  We  conclude 
that  the  curability  of  MIBC  is  quite 
high  with  effective  locoregional 
treatment.  However,  even  in  patient 
with  such  small  tumors,  20%  will 
recur.  Additional  markers  are 
needed  to  differentiate  high  and 
low-risk  patients  in  order  to  select 
who  might  benefit  from  adjuvant 
systemic  therapy. 


Introduction 

Due  to  the  overall  increase  in  the 
incidence  of  breast  carcinoma,  small 
tumors  are  being  diagnosed  more 
often  (1).  Tumors  which  are  less  than 
one  cm  give  the  most  favorable 
prognosis  (2),  but  even  with  negative 
axillary  lymph  nodes,  12%  of  patients 
in  this  group  may  have  a recurrence 
within  18  years  from  diagnosis  (3). 

This  article  describes  our  study  of 
long-term  outcomes  for  patients  with 
minimaUy-invasive  breast  cancer 
(MIBC)  (i.e.  < 1 cm)  in  order  to 


determine  if  MIBC  is  curable  with 
local  modalities,  and  if  there  are 
certain  patients  with  MIBC  who 
have  a higher  relapse  rate  with  a 
lower  rate  of  survival. 

Methods  and  materials 

The  Tumor  Registry  records  and 
medical  records  of  113  patients  with 
breast  cancer  tumors  less  than  one  cm 
seen  at  Charleston  Area  Medical 
Center  (CAMC)  between  1973-1988 
were  reviewed.  Clinical  characteristics 
of  these  patients  are  shown  in  Table  1. 


Table  1.  Clinical  Characteristics  of  Study  Population  (n  = 115) 

Characteristic 

Number 

Percent 

Age 

< 50  years 

30 

26 

> = 50  years 

85 

74 

Histology 

Invasive  Ductal 

96 

83 

Invasive  Lobular 

3 

3 

Other 

16 

14 

Grade 

Well-Differentiated 

15 

14 

Moderately-Differentiated 

15 

14 

Poorly-Differentiated 

8 

7 

Unknown 

72 

65 

Location 

Upper  quadrant 

70 

61 

Lower  quadrant 

20 

17 

Central 

11 

10 

Left  inner  quadrant 

10 

9 

Right  inner  quadrant 

16 

14 

Menstrual  Status 

Pre-  or  peri-menopausal 

37 

32 

Post-menopausal 

78 

68 

Mammography 

Negative 

7 

6 

Positive/Suspicious 

56 

49 

Unknown 

52 

45 

Estrogen  Receptor 

ER  + 

23 

20 

ER- 

12 

10 

Unknown 

80 

70 
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The  median  age  at  diagnosis  was 
6l  years  (range  28-92  years).  Axillary 
nodal  dissection  was  performed  in 
all  patients  except  one.  The  median 
number  of  lymph  nodes  removed 
was  14  (range  1-37).  Eighty-seven 
(76%)  patients  had  mastectomies 
and  28  (24%)  underwent  breast- 
conserving  surgery  and  radiotherapy. 

Tumor  size  was  determined  by 
measuring  the  excised  lesion,  or 
small  lesions,  or  by  the  largest  tumor 
diameter  in  a histologic  section. 
Estrogen  receptor  (ER)  and 
progesterone  receptor  (PR)  assays 
had  been  performed  at  CAMC  since 
1980.  Pathologic  data  was  obtained 
from  the  original  report.  All  slides 
were  available  for  review,  and  features 
mentioned  in  the  report  such  as 
lymphatic  or  vessel  invasion  were 
recorded  and  based  on  microscopic 
appearance.  Immunohistochemical 
staining  was  not  performed. 

Overall  survival  was  calculated  as 
the  elapsed  time  from  the  date  of 
diagnosis  to  death,  or  to  the  last 
follow-up  evaluation  if  the  patient 
was  not  known  to  have  died.  The 
median  follow-up  time  was  116 
months  (range  67  - 237  months). 

In  the  analysis  of  prognostic 
variables,  mortality  due  to  breast 
cancer  was  examined.  Statistical 
differences  between  comparison 
groups  were  determined  by  the 
Wilcoxon  (Breslow)  Method  or 
Pearson  chi-square  (5).  Survival 
curves  were  generated  using  the 
Kaplan-Meier  calculation  (6). 

Results 

Our  study  results  indicated  that 
23  patients  died;  nine  from  breast 
cancer  and  14  due  to  other  causes 
(six  from  other  malignancies). 

The  prognostic  variables  for  the 
patient  population  are  shown  in 
Table  2.  Survival  rates  were  estimated 
using  the  Kaplan-Meier  method. 
Tumor  location,  histologic  type, 
type  of  breast  surgery,  age, 
differentiation  and  menopausal 
status  were  not  found  to  have  a 
significant  affect  on  five  and  10-year 
survival  rates. 

Of  the  patients  who  underwent 
axillary  nodal  dissection,  positive 


Table  2.  Prognostic  Variables  for  Patients  with  Invasive 
Breast  Cancer  Tumors  Less  Than  1 Centimeter. 

Survival  Rate  (%)  + SE 

| Variable  Number  5 years  10  years 

Overall 

115 

92.1  ± 2.5 

7.86  ± 4.4 

Tumor  location 

Central/Inner 

46 

9.02  ± 4.2 

83.0  ± 5.6 

Outer 

59 

93.6  ± 3.1 

73.5  ±7.2 

Lymph  node  status 

Positive 

13 

92.3  ±7.4 

80.8  ± 12.6 

Negative 

101 

92.1  ± 2.7 

78.5  ± 4.7 

Histologic  type 

Infiltrating  lobular 

4 

Infiltrating  ductal 

111 

92.7  ± 2.6 

77.4  ± 5.1 

Breast  surgery 

Breast-conserving 

29 

92.9  ± 4.9 

75.5  ± 10.8 

Mastectomy 

86 

91.9  + 3.0 

79.6  ± 4.9 

Age 

< 50  years 

30 

100 

87.5  ± 6.9 

> 50  years 

85 

89.3  ± 3.4 

75.2  ± 5.6 

Menopausal  status 

Pre-menopausal 

37 

97.3  ± 2.7 

87.1  ± 6.2 

Post-menopausal 

77 

89.6  ± 3.5 

74.3  ± 5.9 

Grade  (Differentiation) 

Well 

14 

100 

100 

Moderate 

15 

93.3  ± 6.4 

93.3  ± 6.4 

Poor 

8 

87.5  ±11.7 

72.3  ± 16.5 

Not  graded 

78 

90.3  ± 3.5 

75  ± 5.9 

lymph  nodes  were  found  in  13 
patients,  12  of  whom  had  one  to 
three  positive  nodes,  and  one  had 
four  positive  nodes.  As  shown  in 
Table  3,  the  probability  of  positive 
nodes  increased,  albeit  not 
significantly,  with  increasing  tumor 
size  (9%  for  those  tumors  < 5 mm 
vs.  12.5%  for  those  > 5 mm). 

Discussion 

The  reported  relapse-free  survival 
for  patients  with  MIBC  exceeds  95% 
(7-9)  and  ranges  from  90%  to  95% 
in  series  of  “occult”  cancers  (10-14). 
These  data  are  compromised, 
however,  by  the  inclusion  of 
patients  with  non-invasive  cancers 
or  tumors  over  1 cm  in  diameter. 

In  series  limited  to  small  invasive 
cancers,  the  five-year  cancer  specific 


survival  varies  considerably  ranging 
from  70%  to  99%  (2,15,16).  In  the 
series  of  Rosen  et  al  (3),  the  20-year 
relapse-free  survival  for  women 
with  node-negative  cancers  less 
than  1 cm  was  86%.  In  a series  of 
similar  patients  (i.e.  those  < 1 cm) 
by  Quit  et  al  (17),  the  five  and 
10-year  cancer-free  survival  was 
86%  for  those  less  than  age  50  and 
94%  and  89%  respectively  for  those 
age  50  or  greater.  In  our  series,  the 
overall  five-year  and  10-year, 
cancer-free  survival  was  92%  and 
79%  respectively.  None  of  the 
prognostic  variables  we  analyzed 
were  of  statistical  significance,  in 
large  part  because  the  overall 
prognosis  was  quite  good. 

Contrary  to  previous  studies  (4-1 6) 
in  our  experience,  survival  was  not 
affected  by  lymph  node  status, 
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Table  3.  Pathologic  Positive  Nodes  by  Tumor  Size. 

Tumor  Size  (mm) 

# of  Patients 

# Patients  with  Positive  Nodes 

2 

1 

0 

3 

4 

0 

4 

11 

0 

5 

18 

3 

6 

10 

0 

7 

15 

8 

8 

33 

2 

9 

22 

0 

perhaps  because  extensive  axillary 
nodal  involvement  was  seen  in  only 
one  patient  (four  positive  nodes). 

In  the  SEER  data  by  Carter  et  al  (2), 
the  five-year,  relapse-free  survival 
was  not  markedly  different  in  small 
cancers  with  negative  nodes 
(five-year  cancer  specific  survival  of 
99%  for  tumors  < 5 mm  and  98%  for 
those  6-10  mm)  or  1-3  positive 
nodes  (93%  for  tumors  < 5 mm  and 
94%  for  those  6-10  mm).  Survival, 
however,  was  much  worse  in  those 
with  four  or  more  positive  nodes 
(59%  and  54%  for  tumors  < 5 mm 
and  those  6-10  mm,  respectively). 

In  the  study  by  Quit  et  al  (17),  the 
proportion  of  patients  with  tumors 
< 1 cm  who  were  disease-free  at 
20-year  follow-up  was  79%,  95%, 
and  73%  in  those  with  none,  one, 
and  2-3  positive  lymph  nodes 
respectively.  In  the  study  by  Stierer 
et  al  (18),  the  mean  recurrence-free 
and  overall  survival  among  the 
node-positive  and  node-negative 
patients  was  not  statistically 
significant. 

Our  study,  as  well  as  others, 
indicates  that  curability  of  invasive 
breast  cancers  less  than  1 cm  is 
quite  high  with  effective  locoregional 
treatment.  However,  even  in  patients 
with  such  small  primary  tumors, 

20%  will  recur.  Additional  markers 
are  needed  to  differentiate  high  and 
low-risk  patients. 

Several  studies  (18,19)  have 
revealed  the  excellent  validity  of 
tumor  grade  as  a predictive  factor 
both  for  recurrence-free  survival 
and  overall  survival.  Other  new 
prognostic  markers  are  being 
investigated,  though,  to  help  aid  in 
the  selection  of  patients  with  MIBC 
who  will  benefit  from  adjuvant 
systemic  therapy. 
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Abstract 

This  article  describes  our  study  of 
82  awake,  alert  blunt  trauma  victims 
over  the  age  of  18  with  Glasgow  Coma 
Scores  of  14  or  15.  The  purpose  was 
to  assess  whether  the  examining 
physicians  were  able  to  determine 
without  benefit  of  X-ray  whether  the 
patients  had  pelvic  fractures. 
Physicians  were  asked  to  complete  a 
questionnaire  regarding  pain  on 
examination  of  the  pelvis,  and  were 
then  asked  if  they  believed  a fracture 
was  clinically  present  Seventy-one 
patients  were  tested  for  alcohol 15 
were  positive,  and  1 1 had  levels 
greater  than  100  mg%.  Fifty-five  were 
tested  for  mind-altering  drugs;  20 
were  positive.  Nine  had  pelvic 
fractures;  seven  required  no 
treatment.  Eighteen  had  pain  on 
examination  in  at  least  one  plane. 
Seven  of  these  had  fractures;  six 
were  suspected  clinically.  Sixty-four 
patients  had  no  pain;  two  had 
fractures  that  were  not  suspected 
clinically  and  required  no  specific 
treatment.  We  conclude  that  selective 
use  of  pelvic  x-rays  in  awake,  alert 
blunt  trauma  patients  does  not  result 
in  any  clinically  significant  missed 
fractures. 


Introduction 

Victims  of  blunt  trauma  are 
common  patients  in  Emergency 
Departments.  Rapid,  efficient 
evaluation  of  these  patients  is 
essential  to  determine  the  nature 
and  extent  of  their  injuries,  and  to 
render  appropriate  care.  In  this  age 
of  cost  consciousness,  techniques 
that  may  reduce  the  cost  of 
evaluation  without  sacrificing  quality 
of  care  need  to  be  employed 
whenever  possible. 

Radiographs  of  the  bony  pelvis 
are  commonly  obtained  as  part  of 
the  initial  evaluation  of  blunt  trauma 
victims.  An  informal  telephone 
survey  of  47  trauma  centers  around 
the  U.S.  revealed  that  almost  2/3  of 
these  centers  obtain  routine  X-rays 
of  the  pelvis  in  blunt  trauma 
patients.  The  American  College  of 
Surgeons  continues  to  recommend 
routine  pelvic  radiography  in  all 
patients  suffering  blunt  trauma  (1). 

Previous  studies  examining  the 
utility  of  pelvic  X-rays  in  blunt  trauma 
patients  have,  until  recently, 
recommended  routinely  obtaining 
these  films  as  part  of  the  initial 
evaluation  (2,3,4, 3,6,7).  Since  most 
of  these  studies  have  not  targeted 
the  evaluation  of  the  awake, 
responsive  blunt  trauma  patient, 
we  designed  a study  to  determine 
whether  physical  examination  can 
be  used  to  screen  out  blunt  trauma 
patients  not  needing  pelvic  X-rays. 

Materials  and  methods 

A questionnaire  was  created  to 
establish  physical  examination 
findings  that  might  be  useful  in 
determining  the  presence  of  pelvic 
fracture.  Included  was  a question 
asking  the  clinician  to  predict  the 
presence  of  a pelvic  fracture.  We 
also  asked  for  limited  demographic 
information  on  the  clinician 
completing  the  questionnaire. 


The  questionnaires  were  placed 
in  the  trauma  bay;  all  Emergency 
Department  attending  staff,  residents 
in  the  Emergency  Department,  and 
residents  on  the  Trauma  Service 
were  asked  to  complete  them  on 
patients  meeting  enrollment  criteria. 
The  study  period  was  from 
January  1995  - December  1995. 

Patients  were  eligible  if  they: 

1.  Were  age  18  or  older; 

2.  Were  victims  of  blunt  trauma; 

3.  Had  mechanisms  or  injuries 
requiring  evaluation  by  the 
Trauma  Surgery  service; 

4.  Had  a Glasgow  Coma  Scale 
score  (GCS)  > 14;  and 

5.  Had  a pelvic  X-ray  obtained. 

Evaluating  clinicians  were  asked 
to  complete  the  questionnaire  prior 
to  reviewing  the  pelvic  X-rays,  but 
were  not  asked  to  alter  their 
evaluation  and  management  of  the 
patients  in  any  way.  Glasgow  Coma 
Scale  score,  Trauma  Score  (TS), 
Injury  Severity  Score  (ISS),  blood 
alcohol  concentration  (BAC),  drug 
screen  results,  mechanism  of  injury, 
pelvic  X-ray  findings,  and  treatment 
of  pelvic  fracture  (if  present)  were 
then  extracted  on  each  Trauma 
Registry  patient  (admitted  patients),  or 
the  Emergency  Department  chart 
(discharged  patients),  and  combined 
with  the  results  of  the  questionnaire. 

Results 

A total  of  82  patents  were 
enrolled  and  met  eligibility  criteria. 
Patients  ranged  in  age  from  18-81. 

Sixty-five  patients  had  been 
involved  in  MVCs,  seven  had  fallen, 
two  were  pedestrians  struck  by 
vehicles,  and  eight  had  other 
mechanisms  of  injury.  Of  the  71 
patients  tested  for  alcohol,  15  were 
positive  (21%)  with  a BAC  range  of 
13  - 378.  Eleven  patents  were  over 
the  legal  limit  of  100. 
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Fifty-five  patients  were  tested  for 
mind-altering  drugs;  20  had  positive 
drug  screens.  Of  these,  14  were 
positive  for  cannabinoids,  five  for 
barbiturates,  two  for  benzodiazepines, 
one  for  opiates,  and  one  for  cocaine. 
Three  patients  tested  positive  for 
more  than  one  mind-altering  drug, 
and  five  for  both  EtOH  and 
cannabinoids.  None  had  EtOH  and 
more  than  one  mind-altering  drug 
found  on  testing;  when  present, 
these  mind-altering  drugs  were 
always  cannabinoids.  All  had  a GCS 
of  14  (5  patients)  or  15  (77  patients). 

Nine  patients  were  found  to  have 
pelvic  fractures.  Four  of  these  were 
male  and  five  were  female.  Seven 
required  no  treatment,  one  had  an 
ORIF,  and  one  was  closed  reduced. 
Emergency  Medicine  staff  saw  two 
of  these  nine  patients,  a PGY-2 
resident  in  EM  saw  one,  PGY-1 
residents  in  EM  saw  three,  a PGY-1 
resident  in  Surgery  examined  one, 
and  PGY-1  residents  in  other 
programs  saw  two.  All  nine  patients 
had  a GCS  of  15  and  a TS  of  15  (3) 
or  1 6 (6). 

Three  of  the  eight  tested  had 
mind-altering  drugs  or  EtOH  present 
in  their  systems,  but  only  one  was 
legally  intoxicated  (BAC  = 130). 
Three  of  the  nine  (33%)  were 
clinically  felt  not  to  have  a pelvic 
fracture.  All  of  these  were  seen  by 
first-year  EM  residents,  and  one  had 
pain  noted  on  pelvic  compression 
in  all  three  directions  checked  on 
exam.  Overall,  7 6 patients  were  felt 
clinically  not  to  have  fractures. 

None  of  the  73  patients  who  did 
not  have  fractures  were  clinically 
suspected  of  having  one.  This 
included  13  patients  who  were 
under  the  influence  of  EtOH,  and 
17  patients  who  tested  positive  for 
mind-altering  drugs. 

Seven  patients  had  pain  on  all 
three  lateral  planes  and  AP 
compression  of  the  pelvis,  as  well 
as  pressure  on  the  symphysis  pubis. 
Five  of  these  proved  to  have  fractures 
by  X-ray,  and  four  of  these  were 
suspected  clinically.  The  one  fracture 
missed  clinically  required  an  ORIF. 
This  patient  had  neither  EtOH  nor 
mind-altering  drugs  in  his  system. 

He  was  evaluated  by  a PGY-1  in  EM. 


Two  other  patients  without  X-ray 
evidence  of  fracture  had  pain  on 
compression  in  all  three  planes,  and 
were  felt  not  to  have  pelvic  fractures. 

Four  patients  had  pain  on  lateral 
and  AP  compression  of  the  pelvis, 
but  none  on  the  symphysis  pubis. 
One  of  these  had  a fracture  which 
was  suspected  clinically  and 
required  no  treatment.  This  patient 
was  evaluated  by  a PGY-2  in  EM, 
had  a GCS  of  15,  and  had  neither 
EtOH  nor  drug  testing  done. 

Seven  patients  had  pain  only  on 
lateral  compression  of  the  pelvis. 
One  of  these  had  a fracture  which 
was  suspected  clinically  and 
required  no  treatment.  This  patient 
was  evaluated  by  a PGY-1  in 
Surgery,  had  a GCS  of  15,  and  had 
neither  EtOH  nor  mind-altering 
drugs  found  on  testing. 

Of  the  remaining  64  patients,  two 
had  fractures  by  X-ray,  neither  of 
which  was  suspected  clinically. 
These  two  patients  had  stable  pelvic 
fractures  requiring  no  specific 
treatment,  were  evaluated  by  PGY-1 
residents  in  EM,  and  had  GCS  of  15. 
One  had  no  drugs  or  EtOH  found 
on  testing;  the  other  had  cannabinoids 
in  the  urine,  and  a BAC  of  130. 

Discussion 

Despite  improved  safety  measures 
and  increased  use  of  seat  belts,  blunt 
trauma  from  motor  vehicle  accidents 
continues  to  be  a major  problem  in 
this  country.  Evaluating  and  treating 
these  patients  is  an  expensive 
proposition.  Often,  this  means 
obtaining  multiple  radiographs  to 
delineate  the  extent  of  the  patient’s 
injuries.  If  means  can  be  found  to 
reduce  the  radiation  exposure  and 
cost  of  evaluating  these  patients 
without  sacrificing  accuracy,  then 
use  of  these  modalities  should  be 
strongly  encouraged. 

Over  the  last  several  years,  studies 
have  been  published  which  suggest 
that  pelvic  radiographs  need  not  be 
done  as  a matter  of  routine  in  blunt 
trauma  patients  (8,9,10).  Salvino  et 
al  (8)  recommended  selective  use 
of  pelvic  X-ray  in  blunt  trauma 
patients  with  a GCS  >13.  They  found 
no  significant  difference  in  rates  of 


pelvic  fracture  between  patients 
with  or  without  positive  toxicology 
screens.  They  did  not  note,  however, 
whether  the  presence  of  a positive 
toxicology  screen  made  any 
difference  in  findings  on  clinical  exam. 

Koury  et  al  (9)  also  found  that 
patients  sustaining  blunt  trauma 
who  had  a GCS  >13  and  no  clinical 
evidence  of  intoxication  (and 
despite  laboratory  evidence  of  legal 
intoxication  in  several  cases),  could 
reliably  be  managed  without  pelvic 
X-rays.  More  recently,  Yugueros  et 
al  (10)  reported  similar  findings,  and 
actually  changed  the  policy  at  their 
hospital  to  use  physical  examination 
to  screen  for  pelvic  fractures.  Their 
study,  however,  did  not  directly 
address  the  issue  of  physical 
examination  in  the  patient  with  a 
positive  toxicology  screen. 

In  our  study  of  82  patients,  we 
found  physicians  were  able  to  assess 
the  absence  of  fractures  clinically 
even  if  the  patients  were  legally 
intoxicated  or  had  used  mind-altering 
drugs.  We  did  find  that  PGY-1 
residents  in  EM  were  more  likely  to 
miss  fractures  clinically  than  upper 
level  residents  or  staff  physicians. 

If  we  had  defined  a positive  exam 
as  pain  on  compression  of  the  pelvis 
in  any  plane,  18  patients  would 
have  had  pelvic  X-rays,  and  only 
two  patients  with  fractures  would 
have  been  missed.  However,  neither 
of  these  fractures  proved  clinically 
significant,  and  neither  required  any 
specific  treatment.  The  charge  per 
X-ray  is  $111  (consisting  of  an  $84 
hospital  charge,  and  a $27  physician 
charge).  This  would  have  saved 
$7,100  for  the  64  patients  not 
receiving  these  X-rays,  with  no 
clinically  significant  misdiagnoses. 

Conclusion 

The  routine  use  of  pelvic  X-rays 
in  awake,  alert  blunt  trauma  victims 
who  are  not  experiencing  pain  is  an 
expensive,  time-consuming 
proposition  that  does  not  reduce 
morbidity  or  mortality. 

Since  this  is  true  even  if  the 
patient  is  intoxicated  with  alcohol 
or  drugs,  we  support  the  selective 
use  of  pelvic  X-rays  in  these  patients. 
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General  News 


Zaldivar,  Jubelirer,  Khan,  Peacock  among 
speakers  for  Mid-Winter  Clinical  Conference 


A variety  of  CME  events,  a Lunch  & 
Learn,  a beach  bash  party,  exhibits, 
specialty  society  meetings  and  the 
WVSMA  Medical  Student  Section’s 
Annual  Meeting  are  some  of  the 
highlights  of  the  WVSMA’s  1998 
Mid-Winter  Clinical  Conference, 
which  will  take  place  January  16-18 
in  Charleston  at  the  Charleston 
House  - Holiday  Inn. 

The  First  Scientific  Session  at  the 
conference  will  begin  on  Friday, 
January  16  at  2 p.m.  with  a lecture  by 
George  L.  Zaldivar,  M.D.,  F.C.C.P., 
who  is  a clinical  professor  of 
medicine  at  the  Robert  C.  Byrd 
Health  Sciences  Center  of  WVU, 
Charleston  Division,  and  director  of 
the  Sleep  Disorders  Center  at 
Charleston  Area  Medical  Center.  His 
presentation  is  entitled  “Commonly 
Encountered  Sleep  Disorders.  ” 

Following  Dr.  Zaldivar’s  lecture, 
Charleston  oncologist  Steven  J. 
Jubelirer,  M.D.,  who  was  recently 
named  senior  research  scientist  at 
the  Camcare  Health  Education  and 
Research  Institute,  will  discuss 
“Surveillance  Guidelines  for 
Common  Malignancies.  ” The  other 
speaker  for  the  First  Scientific  Session 
will  be  Robert  Heaney,  M.D.,  of 
Omaha,  Neb.,  who  will  speak  on 
“Osteoporosis:  Calcium  Nutrition  in 
the  Elderly.  ” Further  information 
about  Dr.  Heaney  will  appear  in  a 
future  issue  of  the  Journal. 

Scheduled  speakers  for  the 
Fourth  Session  will  include  Raheel 
Khan,  M.D.,  and  Erie  E.  Peacock 
Jr.,  M.D.,  J.D.  Dr.  Khan  is  assistant 
professor  of  pediatrics  at  the  Robert 
C.  Byrd  Health  Sciences  Center  of 
WVU,  Charleston  Division,  and  he 
will  discuss  “Immunization:  Its  Past, 
Present  and  the  Future.  ” Dr. 
Peacock,  a clinical  professor  of 


Zaldivar  Jubelirer 


Khan 


Peacock 


surgery  at  the  University  of  North 
Carolina  School  of  Medicine  at 
Chapel  Hill  who  also  practices  law 
with  the  firm  of  Hollowell,  Peacock 
& Meyer  in  Raleigh,  will  deliver  a 
lecture  entitled  “Flawed  Peer  Review: 
A Perfect  Screen  for  Abject  Tyranny.  ” 
Dr.  Daniel  Foster,  chairman  of 
the  WVSMA’s  Mid-Winter  Clinical 
Conference  Committee,  was  a 
student  of  Dr.  Peacock’s  when  he 
was  in  medical  school  at  Tulane 
University.  Dr.  Foster  is  very  pleased 
about  Dr.  Peacock’s  presentation  at 
this  year’s  conference  and  he  stated 
that  “Dr.  Peacock  is  one  of  the  most 
knowledgeable  surgeons  and 
entertaining  speakers  I have  ever 
known.  In  addition  to  his  lecture 
for  the  Fourth  Scientific  Session, 

Dr.  Peacock  will  be  speaking  at  the 
Surgery  Section  Breakfast  Meeting 
on  Sunday,  January  18  at  7:30  a.m.” 
Brief  biographical  information 
about  Drs.  Zaldivar,  Jubelirer,  Khan 
and  Peacock  begins  below,  and  a 
registration  form  for  the  WVSMA’s 
Mid-Winter  Clinical  Conference  is 
published  on  page  246  with  details 
about  the  beach  bash  on  page  247. 
For  more  information  about  the 
conference,  call  the  WVSMA  at 
(304)  925-0342. 


Speakers  highlighted 

Dr.  Zaldivar  received  his  medical 
degree  from  the  West  Virginia 
University  School  of  Medicine  in  1971, 
and  completed  his  internship  and 
residency  in  internal  medicine  at 
Montefiore  Hospital  at  The 
University  Health  Center  of  Pittsburgh. 

After  his  residency,  Dr.  Zaldivar 
returned  to  WVU  from  1974-76  for  a 
fellowship  in  lung  diseases,  and 
then  moved  to  Charleston  to  open 
his  practice.  Dr.  Zaldivar  is  a fellow 
of  the  American  College  of 
Physicians,  the  American  College  of 
Chest  Physicians  and  the  American 
Sleep  Disorder  Association.  In 
addition,  he  is  a past  president  and 
member  of  the  West  Virginia  Thoracic 
Society,  and  is  a member  of  the 
American  Thoracic  Society,  the 
Alpha  Omega  Alpha  Honor  Medical 
Society,  and  the  West  Virginia  Lung 
Association. 

A clinical  professor  of  medicine  at 
the  WVU  School  of  Medicine,  Dr. 
Zaldivar  is  director  of  the  Respiratory 
Therapy  Department  and  the  Sleep 
Disorders  Center  at  CAMC.  He  has 
also  held  a number  of  other 
administrative  roles  at  CAMC,  where 
in  1996  he  served  as  chief  of  staff. 
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Dr.  Jubelirer  obtained  his  degree 
from  the  University  of  Cincinnati  in 
1974.  He  completed  internship  and 
residency  programs  at  Georgetown 
University  Medical  Center  and 
fellowship  programs  at  Boston  City 
Hospital  and  Boston  VA  Hospital. 

Board  certified  in  internal  medicine, 
hematology  and  medical  oncology, 
Dr.  Jubelirer  holds  advanced 
recertification  from  the  American 
Board  of  Internal  Medicine.  He  is 
also  certified  by  the  Internal  Academy 
of  Hemostasis,  Thrombosis  and 
Vascular  Biology. 

Since  1987,  Dr.  Jubelirer  has  been 
a clinical  professor  at  the  WVU 
School  of  Medicine,  Charleston 
Division,  where  he  was  named 
Clinician  of  the  Year  in  1983-  In 
addition,  Dr.  Jubelirer  received  the 
division’s  Clinical  Faculty  Award  in 
1988  and  1990. 

Dr.  Jubelirer  was  recently  named 
senior  research  scientist  at  the 
Camcare  Health  Education  and 
Research  Institute’s  Center  for 
Cancer  Research.  In  this  position,  he 
is  serving  as  director  of  the  center’s 
treatment  and  prevention  research 
clinical  trials  program. 

Dr.  Khan  obtained  bachelor  of 
medicine  and  a bachelor  of  surgery 
degrees  from  Dow  Medical  College 
at  the  University  of  Karachi,  Pakistan 
in  1983-  He  remained  at  the 
University  of  Karachi  for  a rotating 
internship,  and  then  moved  to  the 
U.S.  where  he  completed  a residency 
in  pediatrics  at  Rush-Presbyterian- 
St.  Luke’s  Medical  Center  in  Chicago. 

Following  his  residency,  Dr.  Khan 
completed  a fellowship  from  August 
1991  to  August  1993  at  the 
University  of  Medicine  & Dentistry 
of  New  Jersey  in  Newark,  N.J.  He 
then  worked  in  Man,  W.Va.,  with 
the  Community  Health  Foundation 
for  a year  where  he  practiced  general 
pediatrics  and  infectious  diseases. 

In  July  1994,  Dr.  Khan  accepted 
his  current  post  as  assistant  professor 
of  pediatrics  at  the  Robert  C.  Byrd 
Health  Sciences  Center  of  WVU, 
Charleston  Division.  In  addition, 
since  this  past  June,  Dr.  Khan  has 
also  been  serving  as  director  of  the 
Cystic  Fibrosis  Clinic  at  the  Robert 
C.  Byrd  HSC. 


Dr.  Khan  is  board  certified  by  the 
American  Board  of  Pediatrics.  He 
currently  serves  on  the  Infection 
Control  and  the  Pediatric  Ambulatory 
Collaborative  Practice  Committees  at 
Charleston  Area  Medical  Center,  as 
well  as  on  the  Residency  Education 
Committee  at  the  Robert  C.  Byrd  HSC. 

Dr.  Peacock  is  a native  of  Durham, 
N.C.,  who  received  his  medical 
degree  from  Harvard  University  in 
1949.  He  did  his  internship  and  had 
completed  a year  of  residency  at 
Roosevelt  Hospital  in  New  York 
before  he  began  serving  as  a captain 
in  the  U.S.  Army  Medical  Corps  from 
1931-53- 

Following  his  military  service,  Dr. 
Peacock  did  a two-year  residency  in 
surgery  at  North  Carolina  Memorial 
Hospital  in  Chapel  Hill  and 
completed  a one-year  residency  in 
plastic  surgery  at  Barnes  Hospital  in 
St.  Louis.  In  1956,  Dr.  Peacock 
joined  the  faculty  at  the  University 
of  North  Carolina  School  of  Medicine 
where  he  taught  until  1969,  when 
he  was  named  professor  and 
chairman  of  the  Department  of 


Surgery  at  the  University  of  Arizona 
School  of  Medicine. 

In  1977,  Dr.  Peacock  accepted  a 
new  post  as  a professor  of  surgery 
at  Tulane  University  School  of 
Medicine.  After  five  years  at  Tulane, 
Dr.  Peacock  returned  to  North 
Carolina  to  practice  general  and 
plastic  surgery  and  attend  law 
school  at  UNC.  Since  1993,  he  has 
been  a member  of  the  law  firm  of 
Hollowell,  Peacock  & Meyer  in 
Raleigh,  N.C.  In  addition,  he  also 
has  been  a clinical  professor  of 
surgery  at  UNC. 

A diplomate  of  the  American 
Board  of  Surgery  and  the  American 
Board  of  Plastic  Surgery,  Dr.  Peacock 
is  also  a fellow  of  the  American 
College  of  Surgeons  and  a member 
of  several  national  and  international 
medical  organizations.  He  has 
received  numerous  honors  during 
his  career,  including  being  named 
Clinician  of  the  Year  in  1985  by  the 
American  Association  of  Plastic 
Surgery  and  receiving  the  Jacob 
Markowitz  Award  from  the  Academy 
of  Surgical  Reasearch  in  1993- 


WVSMA’s  Mid-Winter  Ciinicai  Conference 


January  16-18,  1998 
Charleston  House  - Holiday  Inn 
Charleston 
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Board  of  Medicine  issues  statement  on  use  of  opioids 
for  treatment  of  chronic  non-malignant  pain 


Recent  national  guidelines  have 
clarified  the  use  of  opioids  in  the 
management  of  acute  pain  and 
cancer  pain.  There  is  general 
consensus  that  opioids  have  a place 
in  relieving  intractable  pain  and 
suffering  in  the  terminally  ill  when 
other  measures  fail,  regardless  of 
diagnosis.  However,  the  problem  of 
treatment  of  chronic  non-malignant 
pain  in  the  non-terminal  patient  is  a 
controversial  and  difficult  area,  and 
guidelines  are  needed.  The  Board  of 
Medicine  appreciates  the  significance 
of  this  problem  and  urges  that  high 
priority  be  given  to  the  suffering 
patient. 

The  purpose  of  this  statement  is 
to  clarify  the  Board’s  position  on  the 
appropriate  use  of  opioids  for  patients 
with  chronic  non-malignant  pain  so 
that  these  patients  will  receive  quality 
pain  management  and  so  that  their 
physicians  will  not  fear  legal 
consequences,  including  disciplinary 
action  by  the  Board,  when  they 
prescribe  opioids  in  a manner 
described  in  this  statement.  The  Board 
recognizes  that  opioids  are 
appropriate  treatment  for  chronic 
non-malignant  pain  in  selected 
patients. 

Complete  documentation  is 
essential  to  support  the  evaluation, 
the  reason  for  opioid  prescribing, 
and  the  overall  pain  management 
treatment  plan,  including 
documentation  of  all  opioid 
prescriptions.  All  consultations  and 
periodic  reviews  of  treatment 
efficacy  should  be  documented. 

A physician  need  not  fear 
disciplinary  action  by  the  Board  if 
complete  documentation  of 
prescribing  of  opioids  in  chronic 
non-malignant  pain,  even  in  large 
doses,  is  contained  in  the  medical 
records. 

Nothing  in  this  statement  should 
be  interpreted  as  endorsing 
inappropriate  or  imprudent 
prescribing  of  opioids  for  chronic 
non-malignant  pain. 


It  is  the  position  of  the  Board  that  effective  management  of  chronic 
non-malignant  pain  should  include: 

1.  A complete  assessment  of  the  pain  history  and  the  impact  of 
pain  on  the  patient  and  family; 

2.  A complete  drug  history  with  special  attention  to  substance 
abuse  and  effective  use  of  analgesics; 

3.  A psychological  history  with  special  attention  to  psychiatric 
disorders  or  a home  environment  that  might  place  the  patient  at 
high  risk  for  non-compliance  with  a therapeutic  regimen  that 
would  include  chronic  use  of  opioids; 

4.  An  appropriate  physical  exam; 

5.  Appropriate  diagnostic  studies; 

6.  A working  diagnosis  and  a treatment  plan  that  may  involve  a 
formal  pain  rehabilitation  program,  the  use  of  behavioral 
strategies,  the  use  of  non-invasive  techniques,  or  the  use  of 
medications,  depending  on  the  physical  and  psychosocial 
impairment  related  to  the  pain; 

7.  A specific  clinical  protocol  that  requires  monthly  monitoring 
until  stable  dosing  is  obtained  and  then  no  less  often  than  every 
three  months  physician  visits,  and  a single  physician 
prescribing,  or  a designee  in  his  or  her  absence,  and  a single 
pharmacy  dispensing  all  opioid  prescriptions; 

8.  Education  of  the  patient  as  to  the  practice  protocol  for 
prescribing  chronic  opiates,  and  the  treatment  plan  detailing 
the  risk  and  benefits  of  opioid  use,  and  the  responsibilities  of 
the  patient; 

9.  An  assessment  at  each  visit  of  control  of  pain,  opioid-related 
side  effects,  patient  functional  status  (physical  and 
psychological)  and  patient  use  of  the  medication  in  the  manner 
prescribed; 

10.  Periodic  review  of  treatment  efficacy  to  ensure  that  the  goal  of 
minimizing  pain  and  improving  function  is  achieved  and  that 
opioid  therapy  is  still  indicated;  and 

11.  Consultation  with  a medical  provider  with  experience  and 
training  in  the  management  of  chronic  pain  if  the  duration  of 
prescribing  opioids  exceeds  three  to  six  months. 

Suggested  References: 

1.  Journal  of  Pain  and  Symptom  Management,  Volume  11,  No.  4,  April  1996,  “Opioid 

Therapy  For  Chronic  Non-Malignant  Pain;  A Reinew  Of  The  Critical  Issues’’,  Russell  K. 

Portnoy,  M.D. 

2.  “The  Use  of  Opioids  For  the  Treatment  of  Chronic  Pain  ”,  A Consensus  Statement  from  the 

American  Academy  of  Pain  Medicine  and  the  American  Pain  Society,  1997. 
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Topics  set  for  11th  Annual  FP/Sports  Medicine  Weekend 


Rackley  Cadieux  Barnes 


Huntington  will  host  over  1,200 
health  care  professionals  and  their 
family  members  when  the  Family 
Medicine  Foundation  of  West 
Virginia  presents  its  11th  Annual 
Family  Practice  Weekend  and  Sports 
Medicine  Conference  in  Huntington 
from  November  21-23  at  the 
Radisson  Hotel. 

Subjects  to  be  discussed  at  this 
year’s  meeting  will  include  bulimia 
and  eating  disorders,  impotency, 
ergogenic  AIDS,  flu  shots,  depression, 
Alzheimer’s  disease,  smoking 
cessation,  solar-induced  skin 
changes,  osteoporosis,  diabetes,  and 
antimicrobial  resistance.  Faculty  for 
the  conference  will  include  several 
nationally  renown  speakers 
including  Charles  Rackley,  M.D.,  of 
Georgetown  University;  Roger 
Cadieux,  M.D.,  of  Pennsylvania  State 
University;  Michael  Blaiss,  M.D.,  of 
the  University  of  Tennessee  in 
Memphis;  and  David  Baron,  D.O.,  of 
Temple  University. 


Randy  Barnes,  1996  Olympic 
Gold  Medal  winner,  and  Matt  Bahr, 
NFL  champion  kicker,  will  speak  at 
the  sports  medicine  program  set  for 
Friday,  November  21.  Another 
special  event  planned  for  Friday 
will  be  a fund-raising  party  for  the 
Family  Medicine  Foundation  which 
will  take  place  at  the  Huntington 
Civic  Arena  prior  to  the  Huntington 
Blizzard’s  hockey  game. 


All  proceeds  from  this  CME 
conference  will  go  to  the  Family 
Medicine  Foundation  for  its  charitable 
projects  and  ESP  Scholarship 
program  for  medical  students  in 
need  who  are  planning  to  stay  in 
West  Virginia  to  practice  family 
medicine. 

For  more  information  about  the 
meeting,  please  contact  Chris  Ferrell 
at  (304)  776-1178. 


Jubelirer,  Frame  named 
to  posts  at  Camcare 


Jubelirer  Frame 


Charleston  oncologist  and  WVU 
Clinical  Professor  Dr.  Steven  J. 
Jubelirer  has  accepted  a new  post  at 
the  Camcare  Health  Education  and 
Research  Institute’s  Center  for 
Cancer  Research  in  Charleston  as 
senior  research  scientist. 

Dr.  James  N.  Frame  has  been 
named  to  Dr.  Jubelirer’s  former  role  at 
Camcare  as  medical  director  of  the 
Cancer  Care  Center  of  Southern  West 
Virginia.  Dr.  Frame  previously  held 
administrative  posts  at  the  National 
Naval  Medical  Center  in  Bethesda. 


WVACS  Officers 


At  the  recent  meeting  of  the  WV  Chapter  of  the  American  College  of  Surgeons,  some 
of  the  1997  officers  posed  for  a group  portrait.  Pictured  are  (First  row)  Sharon 
Bartholomew,  chapter  administrator;  Dr.  R.  C.  Shah,  second  vp,  who  is  first  vp  for 
1997-98;  Dr.  Amabile  Milano,  immediate  vp;  Dr.  Willis  Trammel,  president;  and  Dr. 
Donald  Chang,  councilor,  who  is  also  a councilor  for  1997-98.  (Second  row)  Dr. 
Herbert  Warden,  immediate  past  governor;  Dr.  Eric  Mantz,  governor;  Dr.  Stanley 
Kandzari,  councilor,  who  is  also  a councilor  for  1997-98;  Dr.  David  Denning,  first 
vp,  who  is  president  for  1997-98;  Dr.  Paul  Burke,  immediate  past  president;  and  Dr. 
Roger  King,  secretary/treasurer  for  1997,  who  was  re-elected  to  this  post. 
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CME  & Special  Events 


Camcare  Health  Education  & Research  Institute 


" Seventh  Annual  Vascular  Surgery  Conference ” 

Oct.  25,  Robert  C.  Byrd  HSC,  Charleston  Division 

“ Breaking  the  Bad  News ” 

Oct.  27,  noon,  Robert  Buckman,  M.D.,  Ph.D.,  F.R.C.R, 
Robert  C.  Byrd  HSC,  Charleston  Division 

“12-Lead  ECG  Interpretation ” 

Nov.  4-5,  Comfort  Inn,  Martinsburg 

“Non-Cardiac  Chest  Pain” 

Nov.  5,  6 p.m.,  Fayette  County  Med.  Society,  Montgomery 

“Modern  Diagnosis  of  Ectopic  Pregnancy”  and  “New 
Treatment  Modalities”  (Teleconferences ) 

Nov.  6,  Tamer  M.  Yalcinkaya,  M.D. 

“Sleep  Disorders  Update” 

Nov.  19,  6 p.m.,  George  R.  Zaldivar,  M.D. 

“Basic  Stabilization  of  the  Neonate”  (Teleconference) 

Nov.  20,  Mary  P.  Brant,  NNP,  Veneta  R.  Eggleton,  R.N.C. 

“Therapy  of  Acute  Stroke”  (Teleconference) 

Dec.  4,  Glenn  R.  Goldfarb,  M.D. 

“Cardiovascular  Conference  at  Snow  shoe” 

Feb.  2-4,  Mountain  Lodge  Conference  Center,  Showshoe 


Huntington  Medical  Community  Foundation 


“New  Option  for  the  Difficult  Pain  Patient” 

Oct.  27,  6 p.m.  (dinner)  & 7 p.m.  (lecture),  Timothy  Deer, 
M.D.,  & Felix  Muniz,  M.D.,  Logan  General  Hospital,  Logan 

“Minimally  Invasive  Cardiac  Surgery” 

Oct.  28,  Edward  Setser,  M.D.,  Our  Lady  of  Bellefonte 
Hospital,  Ashland,  Ky. 

“AIDS  in  the  90s:  The  Changing  Look” 

Nov.  12,  6 p.m.  (dinner)  & 6:30  p.m.  (lecture),  Thomas  C. 
Rushton,  M.D.,  Starters  Restaurant,  Williamson 

“General  Management  Principals  of  Poisonings” 

Nov.  18,  6 p.m.  (dinner)  & 7 p.m.  (lecture),  Eduardo  Pino, 
M.D.,  Paul  B.  Hall  Regional  Medical  Center,  Paintsville,  Ky. 

“Myasthenia  Gravia” 

Nov.  20,  noon,  Ijaz  Ahmad,  M.D.,  Pleasant  Valley  Hospital, 
Pt.  Pleasant 

“Barretts  Esophagus” 

Dec.  3,  5:30  p.m.  (dinner)  & 6 p.m.  (lecture),  Waseem  M. 
Shora,  M.D.,  South  Williamson  ARH,  South  Williamson,  Ky. 


“TEA” 

Dec.  10,  6 p.m.  (dinner)  & 6:30  p.m.  (lecture),  Starters 
Restaurant,  Williamson 


Marshall  University  School  of  Medicine 


“Lymphatic  Mapping  for  Melanoma  & Breast  Cancer 
Part  1 - Nov.  17,  6:30  p.m.,  Kelly  McMasters,  M.D.,  Ph.D., 
Erickson  Alumni  Center 

Part  2 - Nov.  18,  8 a.m.,  Kelly  McMasters,  M.D.,  Ph.D., 
St.  Mary’s  Hospital 

“11th  Annual  WV  Family  Practice  Weekend  and  Sports 
Medicine  Conference” 

Nov.  21-23,  Radisson  Hotel,  Huntington 

“Use  of  Prophylactic  Antibiotics” 

Dec.  3,  7 a.m.,  Stanley  Gall,  M.D.,  Cabell  Huntington  Hosp. 


Robert  C.  Byrd  HSC  - Morgantown 


“Fall  Cancer  Conference” 

Oct.  24,  Robert  C.  Byrd  HSC,  Morgantown 

“Surgery  Update  1997” 

Oct.  24-25,  Robert  C.  Byrd  HSC,  Morgantown 

“Fifth  Annual  West  Virginia  Rural  Health  Conference” 

Oct.  29-30,  Lakeview  Resort  & Conference  Cntr.,  Morgantown 

“The  Future  of  Medicine  - The  3rd  John  E.  Jones 
Lectureship  on  Medical  Education  & Health  Policy” 

Oct.  31,  Robert  C.  Byrd  HSC,  Morgantown 

“Third  Annual  Cost  Effective  Evaluation  & 
Management  of  Lower  Back  Pain” 

Nov.  14,  Robert  C.  Byrd  HSC,  Morgantown 

“Physician  Leadership  Development  Institute  - Part  2” 

Nov.  21,  Marriott  Hotel,  Charleston 

“14th  Annual  WVU Hypnosis  Workshop” 

Nov.  21-23,  Robert  C.  Byrd  HSC,  Charleston 


West  Virginia  State  Medical  Association 


“WVSMA’s  Mid-Winter  Clinical  Conference” 

Jan.  16-18,  Charleston  House  - Holiday  Inn, 
Charleston 
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ENTROPY 

The  tall  woods  stand  and  guard  their  fallen  comrades 
on  the  forest  floor, 

Crulest  victims  of  the  silent  blasts 
of  Winter,  or  disease. 

The  trees  on  high  hills  have  taken  off  their  snowy  clothes 
to  bask  in  the  light  sunburn  of  Spring. 

With  rising  to  bud  and  pollinate  in  Summer, 

Limbs  growing  now, 

Reaching  into  the  hopeful  expanse  of  sky 
transend  tranquility. 

We  creatures  watch  the  population  of  leaves 
wiggle  off  and  begin  renewal  each  Autumn, 

With  the  opportunity 
To  know  the  falling  leaf, 
the  whistling  bullet,  the  speeding  train, 
the  cracking  rock,  and  the  human  cry. 


Poetry 

Comer 


Lee  L.  Neilan,  M.D. 


Bureau  for  Public  Health  News 


This  page  of  material  is  submitted  and 
paid  for  by  the  Bureau  for  Public  Health. 


Report  compares 
health  status  of  state’s 
residents  by  counties 

Are  people  in  Roane  County  more 
likely  to  suffer  from  hypertension 
than  the  average  person  in  the  U.S.? 

Do  women  in  Logan  County  get 
better  prenatal  care  than  expectant 
mothers  in  other  states? 

The  answers  to  those  questions 
and  many  others  relating  to  specific 
health  concerns  of  residents 
throughout  the  state  can  be  found 
in  the  1997  West  Virginia  County 
Health  Profiles.  The  report,  recently 
released  by  the  Bureau  for  Public 
Health’s  Office  of  Epidemiology  and 
Health  Promotion,  looks  at  the  health 
status  of  West  Virginians  through  a 
wide  selection  of  health-related 
statistics  for  each  county,  as  well  as 
for  the  state  as  a whole.  This  report 
updates  the  1993  publication  of  the 
same  name,  and  includes  new 
information  about  the  percentage  of 
West  Virginians  aged  18-64  who  have 
no  health  insurance,  and  the  number 
of  adults  who  have  had  difficulty 
seeing  a doctor  because  of  cost. 

In  this  overview,  the  state  and 
each  of  its  35  counties  are  statistically 
compared  to  the  U.S.  as  being 
better  than,  similar  to,  or  worse  than 
the  nation  on  the  basis  of  31 
selected  health  indicators,  ranging 
from  mortality  rates,  to  birth 
statistics,  to  behavioral  prevalence. 
For  example,  using  these  criteria, 
West  Virginia  has  a better  teen 
fertility  rate  than  the  U.S.  (meaning 
the  state  has  fewer  births  to  females 
aged  15-19),  a similar  rate  of  colon 
cancer  mortality,  and  a worse,  or 
higher,  percentage  of  obese  residents. 

In  addition  to  the  overview,  each 
county’s  eight-page  profile  contains 


information  on  the  leading  causes 
of  death  among  its  residents  from 
1986-95,  including  the  leading 
causes  of  premature  death.  Death 
rates  from  1990  are  also  compared 
to  rates  from  1985  to  note  if  there 
has  been  any  improvement  or 
worsening  in  each  category.  For 
example,  the  rate  of  deaths  from 
strokes  decreased  by  15%  during 
that  time,  although  deaths  from 
lung  cancer  increased  by  11%. 

In  the  report,  counties  are  ranked 
in  each  category  from  worst  rate  (1) 
to  best  rate  (55).  Graphics  are  also 
included  to  illustrate  changes  in 
prevalances  and  rates  over  time. 

The  last  two  pages  of  each  profile 
contain  statistics  on  county 
populations,  educational  levels, 
poverty  and  income  levels,  and 
unemployment.  These  factors  all 
influence  the  overall  health  status  of 
a county.  For  example,  there  is  a 
notably  direct  association  between 
educational  and  income  levels  and 
many  lifestyle  behaviors  linked  to 
poor  health  outcomes. 

A full  set  of  the  1997  West  Virginia 
County  Health  Profiles  can  be 
obtained  from  the  Bureau’s  Health 
Statistics  Center  for  a cost  of  $6,  plus 
postage,  by  calling  (304)  558-9100, 
or  by  FAX  at  (304)  558-1553- 

Task  force  to  look  at 
school  health  in  WV 

West  Virginia’s  nationally-acclaimed 
“Healthy  Schools”  program  was  the 
focus  of  a meeting  of  over  100  health 
professionals,  educators,  lawmakers, 
and  community  leaders  at  the 
Charleston  Marriott  on  September  9- 
This  event  marked  the  first  meeting 
of  a new  task  force  formed  to 
evaluate  and  make  recommendations 
for  the  state’s  school  health  program. 

The  meeting’s  key  note  speaker 
was  Dr.  Lloyd  Kolbe,  founding 
director  of  the  Division  of  Adolescent 
and  School  Health  of  the  U.S. 


Centers  for  Disease  Control  and 
Prevention  in  Atlanta.  Dr.  Kolbe 
highlighted  the  accomplishments  of 
West  Virginia  educators  and  health 
care  providers  in  the  school  health 
arena.  During  the  past  five  years, 
West  Virginia  has  served  as  CDC’s 
national  training  center  for  school 
health,  while  building  a pilot 
program  that  has  served  as  a model 
for  other  states. 

The  school  health  movement  in 
West  Virginia  is  founded  in  the 
successful  initiative  of  Harrison 
County  businessman  Jim  Compton 
who  launched  a project  in  1989  to 
promote  health  and  wellness  activities 
among  students  and  staff  throughout 
the  county  school  system.  With  the 
1990  gubernatorial  appointment  of  a 
task  force  charged  with  developing 
goals  and  objectives  for  the  program, 
West  Virginia  became  one  of  the 
first  states  to  implement  a statewide 
school  health  initiative.  Shortly 
thereafter,  the  state  was  selected  by 
CDC  to  receive  funds  for 
developing  a coordinated  approach 
to  improving  the  health  status  of 
West  Virginia’s  public  school 
students.  Subsequent  efforts  have 
included  the  development  of  school 
based  health  clinics,  as  well  as 
improvements  in  health  education, 
physical  education,  nutrition,  and 
counseling  services. 

To  date,  nearly  85%  of  the  original 
task  force’s  recommendations  have 
been  accomplished.  Key  factors  in 
that  success  have  been  increased 
community  involvement,  support 
from  state  legislators,  and  additional 
funding  from  the  Claude  Worthington 
Benedum  Foundation. 

About  80  participants  at  this  first 
meeting  will  comprise  the  new 
school  health  task  force,  which  will, 
over  the  next  three  months,  make 
recommendations  for  the  state’s 
school  health  program.  The  task  force 
will  finalize  plans  at  a follow-up 
meeting  on  December  9 at  the 
Charleston  Marriott. 
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Will  one  net  be  enough? 


You  have  invested  so  much  in  your  profession.  Can  a one-dimensional  insurance  company  provide  all 
the  malpractice  protection  you  need?  Only  The  PTE  Mutual  Insurance  Company  puts  three-way  protection  behind 
you.  Medicine.  Law.  And  Insurance.  All  woven  into  one  powerful,  proven  system. 

Peer  review  panels  of  practicing  physicians  set  the  underwriting  standards  and  review  every  lawsuit. 
A national  law  firm  of  more  than  100  lawyers  who  specialize  exclusively  in  medical  malpractice  provides 
unequaled  defense. 

Insurance  experts  with  The  PTE  Mutual  constantly  monitor  changes  in  healthcare  and  respond  to  new 
risks  with  new  insurance  solutions.  Our  reinsurance  program,  unmatched  in  the  industry,  enables  us  to  provide  high 
levels  of  coverage  with  unparalleled  security. 

We  make  sure  your  practice  — and  your  reputation  — are  guarded  at  every  point  of  vulnerability. 

So,  if  you  ever  fall,  you  won't  get  hurt. 

Call  1-800-228-2335  for  the  name  of  a representative. 


THE  P*I*E  MUTUAL  INSURANCE  COMPANY 

North  Point  Tower  • 1001  Lakeside  Avenue 
Cleveland,  Ohio  44114 


Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled  from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  of  WVU, 
Communications  Division,  Morgantown 


Endoscopy  services 
offered  “on-demand” 

Physicians  can 
now  refer  patients 
to  WVU  for 
endoscopic 
procedures 
without  them 
having  to  first  see 
a university 
gastroentreologist. 

“We’ve  designed 
this  service  to 
operate  with  a minimum  of  hassle 
for  physicians  and  their  patients,” 
said  Dr.  Timothy  Koch,  section  chief 
of  gastroenterology.  “We  do  review 
requests  to  make  sure  they’re 
appropriate  - - and  they  nearly  always 
are.  After  the  procedure  we  mail  or 
fax  a written  report  to  the  physician 
who  has  referred  the  patient.” 

All  procedures  are  performed  in 
WVU  Hospitals’  Ruby  Day  Surgery 
Center.  The  most  common 
on-demand  procedures  requested  are 
upper  gastrointestinal  endoscopy, 
colonoscopy,  flexible  sigmoidoscopy, 
esophageal  ano-rectal  manometry, 
and  24-hour  esophageal  pH  probes. 

For  information,  call  (304)  293-7020. 

NIH  grant  to  fund 
chemotherapy  study 

A $500,000  grant  from  the  NIH 
will  help  a research  team  lead  by 
Laura  Gibson,  Ph.D.,  of  the  WVU 
Dept,  of  Pediatrics  to  study 
chemotherapy’s  effects  on  bone 
marrow  and  on  how  to  ease  patient 
recovery  following  chemotherapy. 

The  research  may  lead  to  new 
treatment  strategies  for  cancer  patients. 


Study  under  way  of 
new  drug  to  help  curb 
side  effects  of  radiation 

Patients 
undergoing 
radiation  therapy 
for  head  and 
neck  cancer  may 
be  able  to  avoid 
some  of  the 
radiation’s  side 
effects,  thanks  to 
a new  drug  being 
studied  at  WVU. 

The  drug,  Amifostine,  is  being 
tested  at  WVU’s  Mary  Babb 
Randolph  Cancer  Center  under  the 
direction  of  Dr.  Leroy  Korb,  section 
chief  of  radiation  oncology.  He 
stated  that  patients  undergoing 
radiation  therapy  typically  experience 
sore  throats  and  the  loss  of  saliva, 
and  this  drug  appears  to  be 
reducing  these  side  effects.  The 
drug  also  appears  to  be  safe  and 
only  a small  percentage  of  people 
tested  have  experienced  side  effects, 
such  as  low  blood  pressure  or  nausea. 

The  study  is  expected  to  be 
completed  in  three  to  six  months, 
then  a second  study  will  begin  to 
examine  the  effects  of  the  drug 
using  a combination  of 
chemotherapy  and  radiation  therapy. 

Technology  academy 
expands  to  six  counties 

Students  in  six  West  Virginia 
counties  can  now  participate  in  an 
academy  that  fosters  health  care 
careers. 

The  WVU  Health  Sciences  and 
Technology  Academy  (HSTA)  will 
expand  into  Barbour,  Boone,  Preston, 
Raleigh,  Taylor  and  Tucker  counties 
thanks  to  a grant  of  $767,000  from 


t 


Koch 


Korb 


the  NIH  and  a $300,000  contribution 
from  the  Coca-Cola  Foundation.  The 
program  now  involves  17  county 
schools  systems. 

From  junior  high  through 
professional  school,  HSTA  nurtures 
the  ambitions  of  students  who,  for 
economic  or  other  reasons,  might 
not  be  able  to  achieve  their  career 
goals.  In  addition  to  academic 
enrichment  programs,  the  students 
participate  in  hands-on  activities  that 
give  them  a feel  for  what  a career  in 
the  health  sciences  would  be  like. 

Students  in  Barbour,  Preston,  Taylor 
and  Tucker  counties  will  be  the  first 
to  experience  HSTA’s  environmental 
health  curriculum,  co-sponsored  by 
the  WVU  Institute  of  Occupational 
and  Environmental  Health. 

Stale  public  opinion 
site  now  on  Internet 

The  Robert  C.  Byrd  HSC,  The 
Charleston  Gazette , West  Virginia 
Public  Radio  and  U.S.  Senator  Jay 
Rockefeller  have  launched  a site  on 
the  World  Wide  Web  to  distribute 
information  and  collect  public 
opinion  on  health  policy  issues. 

The  West  Virginia  Health  Issues 
Page,  iuivw.healthissues.wvu.edu, 
focuses  on  issues  that  will  soon  be  in 
the  hands  of  legislators  at  the  state 
and  national  level.  About  once  a 
month,  the  Issues  Page  sets  out  the 
pros  and  cons  of  a current  issue  — 
along  with  links  to  sites  on  the  Web 
where  other  opinions  and  analysis 
are  offered.  Visitors  to  the  site  are 
asked  their  opinions  on  questions 
related  to  the  topic,  and  given  the 
opportunity  to  write  their  viewpoint. 

The  messages  are  posted  to  the 
site  for  others  to  read.  Data  on  the 
opinions  expressed  by  visitors  to 
the  site  will  be  collected  and 
distributed  to  state  legislators  and 
other  policymakers. 
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We  Need  Your  Help 
to  Spread  the  Lawsuit  Abuse  Message! 

CALA  depends  on  contributions  from  local  citizens  to  get  our  message  to  the  public  through  newsletters, 
billboards,  television  and  radio. 

For  too  long,  our  pocketbooks  have  been  under  attack  by  greedy  parties  who  have  been  allowed  to  play 
havoc  with  our  legal  system.  We  can't  afford  to  allow  them  to  continue. 

CALA's  message  "Stop  Lawsuit  Abuse  — We  All  Pay,  We  All  Lose"-  is  being  heard  by  thousands  of 
citizens.  With  your  help,  CALA  can  educate  even  more  citizens  about  the  costs  we  all  pay  because  of 
lawsuit  abuse. 

You  can  help  CALA  deliver  that  message  by  contributing.  If  everyone  who  reads  this  newsletter 
would  contribute  $10.  $25.  $50  $100.  or  whatever  you  can  afford,  we  could  reach  every  citizen  of 
southern  West  Virginia. 

Please  sign  the  statement  of  support  below  and,  if  you  can,  send  your  contribution  today  and  help  us 
continue  the  fight  against  lawsuit  abuse. 


Thanks  for  your  help! 


CALA  needs  your  support  to  continue  sending  our  message,  "We  ALL  Pay,  We  ALL  Lose." 
Our  newsletters,  action  kits  and  media  are  funded  by  supporters  like  you. 

_\£  Yes,  list  my  name  as  a supporter  and  keep  me  on  the  mailing  list: 


signature 

Please  send  to: 

CALA 

P.O.  Box  127 
Charleston,  WY 

25321 

tate: Zip:  or  fax  to 

(304)776-5321 

I can  also  help  by  contributing  the  following  to  continue  the  fight: 

S10  $25  $50  _$100  $250  otherS 

(check  enclosed yes no)  (please  bill  me yes no) 

Contributions  or  gifts  to  Citizens  Against  Lawsuit  Abuse  are  not  tax  deductible  as  charitable  contributions  for 
Federal  income  tax  purposes.  Contributions  or  gifts  may  be  subject  to  public  disclosure  per  West  Virginia  law. 


Name: 

Occupation: 

Organization: 

Address: 

City: 

Phone: 


Marshall  University 
School  of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


New  library  Web  site 
offers  quick  access  to 
journal  articles 

The  School  of  Medicine  has 
unveiled  a new  program  called 
Web-EDD  which  provides  electronic 
document  delivery  to  users  who 
have  Internet  access  through 
virtually  any  type  of  computer. 

“No  longer  will  someone  in  Mingo 
County  have  to  wait  for  an  article  to 
come  in  the  mail  or  find  a fax 
machine  to  receive  it,”  Ed  Dzierzak, 
director  of  Marshall’s  Health  Science 
Library  said.  “We  can  send  it  directly 
to  that  person’s  desktop  to  be 
printed  out  right  there.” 

Users  create  accounts  and  submit 
requests  on-line,  then  receive  e-mail 
notification  when  their  articles  are 
ready  for  downloading  from  the 
Web-EDD  site.  Marshall’  system 
simplifies  access  by  avoiding  e-mail 
attachments,  which  are  truncated  by 
many  Internet  gateways  and  which 
many  users  find  difficult  to  open. 
With  Web-EDD,  users  simply  click  a 
button  to  download  the  appropriate 
Adobe  Acrobat  plug-in  for  their 
system,  then  use  it  for  all  articles  they 
receive. 

The  cost  for  receiving  articles  is 
about  the  same  as  with  traditional 
copy-and-mail  retrieval,  Dzierzak 
said.  Web-EDD  articles  come  in  PDF 
(Portable  Document  Format),  which 
gives  users  the  added  benefit  of 
being  able  to  perform  keyword 
searches,  said  Kent  Hayes,  director 
of  clinical  and  administrative 
computing. 

Web-EDD  is  located  on  the  World 
Wide  Web  at: 

http://webedd.marshall.edu 


Study  of  new  diabetes 
treatment  under  way 

A national  multi-center  study  of  a 
new  combination  treatment  for 
insulin-dependent  diabetes  is  being 
conducted  at  MU’s  Diabetes  Center. 

This  study  is  designed  to  find  out 
whether  using  IGF-1  (insulin-like 
growth  factor  1)  along  with  insulin 
improves  glucose  control  and  delays 
or  prevents  complications  without 
increasing  the  risk  of  hypoglycemia 
and  excessive  weight  gain,  said  Dr. 
Bruce  S.  Chertow,  director  of  the 
Diabetes  Center. 

“With  Type  I diabetes  the  primary 
deficiency  is  insulin,  but  IGF-1  often 
is  low,  too,”  Dr.  Chertow  said.  “At 
the  same  time,  blood  levels  of  growth 
hormone  are  high,  and  those  high 
levels  may  lead  to  insulin  insensitivity. 
IGF-1  may  improve  blood  sugar 
control  by  lowering  those  high 
growth  hormone  levels  and  making 
the  tissue  more  sensitive  to  insulin.” 

Awards  presented  to 
15  students,  10  faculty 

At  this  year’s  White  Coat  Ceremony, 
the  following  awards  were  presented: 

MS-I  Achievement  Awards 

David  L.  Eldridge 
Raymond  H.  Kim 
Amy  Ditty  Lochow 
Chadwick  R.  Smith 

MS-n  Achievement  Awards 

Adam  M.  Franks 
Eric  Jones 

Terry  Eugene  Justice 
Christine  K.  Kim 
Devin  A.  King 
David  S.  Majdalany 
Stacie  D.  Naylor 
Bryan  D.  Springer 
Patrick  A.  Stone 


Dr.  G.  G.  Hunter  Award 

Brian  A.  Singleton 

Dr.  Mildred  Mitch ell-Bateman 

Award 

Keri  K.  Hall 

By  Class  of  1998 

Paulette  Wehner,  M.D. 

Jennifer  Bennett,  M.D. 

Department  of  Surgery 

By  Class  of  1999 

Betts  Carpenter,  M.D. 

Paulette  Wehner,  M.D. 

Department  of  Pharmacy 

By  Class  of 2000 

Sasha  Zill,  Ph.D. 

Ruu-Tong  Wang,  Ph.D. 

Patricia  Kelly,  M.D. 

Cynthia  Warren,  M.A. 

By  American  Medical  Women's 

Association 

Patricia  Kelly,  M.D. 

Ruu-Tong  Wang,  Ph.D. 

Dr.  Esposito  honored 

Former  WVSMA  President  Albert 
C.  Esposito,  M.D.,  was  honored  on 
Sept.  20  with  a memorial  lecture  by 
Dr.  Ivan  R.  Schwab  of  the  University 
of  California,  Davis,  during  the  CME 
meeting  connected  with  MUSOM 
Alumni  Homecoming.  Dr.  Schwab, 
formerly  of  WVU,  presented  his 
popular  lecture  on  “The  Avian  Eye.” 

Dr.  Esposito,  a Huntington 
ophthalmologist  who  died  on  Sept. 
20,  1995,  served  as  president  of  the 
American  Association  of 
Ophthalmology,  the  Southern 
Medical  Association,  the  West 
Virginia  Academy  of  Ophthalmology, 
and  the  Cabell  County  Medical 
Society.  In  addition,  he  served  two 
terms  in  the  West  Virginia  House  of 
Delegates  in  order  to  realize  his 
dream  of  creating  the  Marshall 
University  School  of  Medicine. 
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Mountain  State  Blue  Cross  & Blue  Shield 
and  West  Virginia  Physicians: 


A promise  that  W est  Virginians  will 
continue  to  enjoy  quality,  compas- 
sionate care  from  their  physicians... 


A promise  that,  together,  we  can  help 
more  W est  Virginians  enjoy  better 
health... for  life. 


A promise  that  Mountain  State 
Blue  Cross  & Blue  Shield  will 
continue  to  offer  an  extensive 
network  of  participating  physicians, 
independent  health  and  life  agents, 
and  personnel  - as  well  as  innovative 
programs  to  provide  quality- 
coverage... 


To  find  out  more,  call  your  independent  health 
and  life  agent  or  1-888-644-BLUE. 


Mountain  State 
BlueCross  BlueShield 


HMO 


Independent  licensees  of  the  Blue  Cross  and  Blue  Shield  Association. 

® Registered  Marks  of  the  Blue  Cross  and  Blue  Shield  Association,  an  independent  association  of  Blue  Cross  and  Blue  Shield  plans 
® Parker  Benefits.  Inc.  dba  SuperBlue  HMO.  is  a subsidiary  of  Mountain  State  Blue  Cross  and  Blue  Shield 


West  Virginia  School 
of  Osteopathic  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  Communications,  West  Virginia 
School  of  Osteopathic  Medicine,  Lewisburg 


Kelley  named  VP  for 
finance  at  WVSOM 


- 5 


Lawrence  Kelley 
has  been  named 
vice  president  for 
finance  at  The 
West  Virginia 
j School  of 

Osteopathic 

K 4b  Medicine. 

Wk  fst  Kelley,  a native 

Kelley  of  Kanawha 

County  has 

served  as  director  of  the  Office  of 
Business  Affairs  at  the  West  Virginia 
Graduate  College  since  1979.  During 
this  period,  he  also  temporarily 
assumed  the  duties  of  acting 
director  of  Finance  (1989)  and 
interim  director  of  Finance  and 
Facilities  (199D  for  the  West  Virginia 
Board  of  Regents. 

“I  am  extremely  pleased  that  we 
have  been  able  to  secure  the  talents 
and  expertise  of  such  a high  quality 
individual  as  Larry  Kelley,”  WVSOM 
President  Olen  E.  Jones,  Jr.  said. 

“Mr.  Kelley  brings  to  WVSOM  the 
type  of  leadership  in  the  financial 
arena  that  will  enhance  our  school’s 
national  reputation  as  a leader  in 
training  primary  care  physicians  for 
practice  in  underserved  areas  of 
West  Virginia  and  Appalachia.” 

Kelley  is  a member  of  the  National 
Association  of  College  and  University 
Business  Officers  and  the  Southern 
Association  of  College  and  University 
Business  Officers.  He  is  a member 
and  has  served  for  five  years  as 
Secretary/Treasurer  of  the  West 
Virginia  Association  of  Higher 
Education  Finance  Officers.  He  also 
a member  of  the  West  Virginia  Air 
National  Guard. 


Blood  Pressure  Check 


At  the  West  Virginia  State  Fair,  Governor  Cecil  Underwood  has  his  blood  pressure 
checked  by  WVSOM  Health  Educator  Sandra  Julias. 


Steele  promoted;  three  other  faculty  tenured 


Steele 


Four  WVSOM  faculty  members 
were  granted  tenure  or  promoted 
effective  July  1,  announced 
James  Stookey,  D.O.,  vice  president 
for  academic  affairs  and  dean. 

Karen  Steele,  D.O.,  chairperson  of 
the  Osteopathic  Principles  and 
Practice  Department,  was  promoted 
to  professor  of  Family  Practice  and 


Osteopathic  Principles.  The  faculty 
members  who  were  granted  tenure 
included  Edward  Dugan,  Ph.D., 
associate  professor  of  Microbiology, 
Howard  Hunt,  D.O.,  professor  of 
Family  Practice  and  associate  dean 
for  Clinical  Education,  and  Thomas 
Steele,  D.O.,  associate  professor  of 
Family  Practice. 
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George  is  working  his  way  up  the  corporate 
ladder  a little  differently  He’s  using  a “scooter.” 
Because  George  has  multiple  sclerosis,  a chronic 
disease  of  the  central  nervous  system. 

A chemist,  George  is  not  content  to  sit  back 
and  mount  up  patents  and  industry  awards.  He 
has  earned  honors  from  almost  a dozen  state  and 
local  organizations  for  his  contnbutions  to  the 
community. 

Now,  George  develops  quality  improvement 
programs  for  his  Michigan-based  employer  and 
helps  to  integrate  other  physically  challenged 
workers  into  the  corporate  mainstream. 

While  his  physical  future  is  uncertain, 
George  is  unyielding  in  his  belief  that  someday  a 
cure  for  MS  will  be  found.  The  National  Multiple 
Sclerosis  Society  is  bnnging  that  day  closer  by 
funding  vital  research  in  genetics,  virology  and 
immunology.  To  find  out  more  about  the  Society 
and  its  services,  call  1-800-624-8236.  Help  a 
quarter  of  a million  Amencans  with  MS  help 
themselves. 

HapffsHapOuRsaves 


NATIONAL  MULTIPLE  SCLEROSIS  SOCIETY 

205  EAST  42  STREET  NEW  YORK  N y 10017  5706  <212}  966  3240 


Actual  Size. 

(Yeah,  really.) 


360°  Communications 

Ask  about  our  Health  Talk  program  designed 
exclusively  for  the  West  Virginia  State  Medical  Association. 


1-800-325-5190 

4227  MacCorkle  Avenue,  Charleston,  WV  • Charleston  Town  Center,  Charleston,  WV 
3322  US  Route  60  E,  Huntington,  WV  • 403  Justice  Avenue,  Logan,  WV 
6600  Emerson  Avenue,  Parkersburg,  WV  • Grand  Central  Mall,  Parkersburg,  WV 
612  Third  Avenue,  St.  Albans,  WV  • 2401  Pennsylvania  Avenue,  Weirton,  WV 
1021  National  Road,  Wheeling,  WV 


Alliance  News 


Stop  America’s  Violence  Everywhere! 


I was  deeply  moved  by  the  Thomas  L.  Harris  Address  at  this  year’s  WVSMA  Annual  Meeting  which 
was  entitled  “Family  Violence:  Doctor,  I Need  Your  Help.”  This  lecture  was  delivered  by  Dr.  Robert  McAfee, 
the  president  of  the  AMA  from  1994-95,  who  has  devoted  much  of  his  career  to  helping  prevent  domestic 
violence.  Dr.  McAfee  stressed  how  important  it  is  that  physicians  listen  closely  to  every  word  their  patients 
say  to  them  because  they  may  be  too  afraid  or  ashamed  to  really  say  what  they  are  experiencing  at  the 
hands  of  their  spouse,  another  family  member  or  loved  one.  He  told  about  one  of  his  patients  “Mary”  who 
had  been  coming  to  him  for  some  time  complaining  of  chest  pains,  but  he  could  not  find  any  signs  of  heart 
problems.  Finally,  one  day  when  he  was  examining  her,  he  saw  the  bruises  which  she  so  desperately  had 
been  hoping  he  would  see.  Her  husband,  a prominent  businessman  in  the  community,  had  been  violently 
abusing  her  for  years  but  she  could  never  find  the  courage  to  tell  him  about  it. 

Physicians  are  one  group  of  people  who  don’t  need  to  be  reminded  of  the  devastating  effect  of 
violence  on  our  families,  our  health  care  system,  and  our  society.  That’s  why  you  are  invited  to  help  the 
WVSMA  Alliance  SAVE  Today  - - Stop  America’s  Violence  Everywhere!  This  is  a nationwide  effort  to 
emphasize  grass  roots  solutions  to  problems  related  to  violence  and  we  need  your  help  to  have  the  great- 
est impact  in  our  communities.  By  displaying  SAVE  stickers  in  your  offices,  creating  a SAVE  zone  in  your 
neighborhood,  turning  off  violent  media  programming,  helping  a local  shelter  for  victims  of  abuse,  and 
listening  and  looking  for  signs  of  domestic  violence  that  have  occurred  to  your  patients,  you  can  make  a 
significant  difference  in  people’s  lives. 

The  WVSMA  offers  “A  Domestic  Violence  Intervention”  card  which  offers  resource  information  and 
phone  numbers  to  call  throughout  the  state  for  agencies  and  crisis  centers  which  provide  help  for  victims 
of  domestic  violence.  You  may  obtain  a copy  of  this  card  by  calling  the  WVSMA  at  (304)  925-0342  or 
phoning  me  at  (304)  242-2032.  In  addition,  the  AMA  offers  physicians  seven  different  guidelines  on  various 
subjects  concerning  domestic  violence.  These  materials  can  be  mailed  to  you  for  $3  a copy  by  contacting 
the  AMA’s  Division  of  Health  Sciences  at  (312)  464-5563. 

I want  to  thank  all  the  physicians  and  Alliance  members  who  participated  in  the  Statewide  Walk 
Against  Violence  on  October  18,  the  day  which  Governor  Underwood  officially  proclaimed  as  SAVE  Today 
for  Tomorrow,  and  ask  for  your  continued  support.  With  SAVE  Today  as  its  centerpiece,  the  year-round 
SAVE  Program  is  a national  effort  of  more  than  60,000  physicians’  spouses  to  combat  violence  and  provide 
support  to  its  victims.  Launched  in  June  1995  by  the  AMA  Alliance  House  of  Delegates,  the  SAVE  Program 
represents  the  continuation  of  a six-year  commitment  that  began  when  the  organization  joined  the  AMA’s 
Campaign  Against  Family  Violence.  More  than  800  state  and  county  medical  alliances  observed  SAVE 
Today,  which  was  designed  to  involve  millions  of  local  citizens,  community  organizations,  and  physicians 
throughout  the  country. 

Help  us  Stop  America’s  Violence  Everywhere! 


Kathy  Fortunato 
WVSMAA  President 


P.S.  If  you  would  like  to  order  SAVE  stickers  for  your  patients,  please  contact  me  at  (304)  242-2032. 
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Med  Student  News 


Foster  the  bond  and  reap  the  greatest  reward 


Greetings! 

I’m  going  to  dive  right  in  this  time  and  skip  the  pleasantries  because  things  are  going  great.  WVU  has 
plans  to  visit  the  Children’s  Hospital  at  Ruby  Memorial  this  Halloween,  and  Steve  Greer,  WVSMA-MSS  vice 
president,  has  made  great  strides  in  planning  and  scheduling  the  AMA-MSS  Section  5 Conference  (WIMOK) 
which  will  be  held  in  Morgantown  on  March  27-28.  As  for  Marshall,  our  friends  in  Huntington  have  begun 
a collection  of  medical  journals  to  be  distributed  to  financially-strapped  clinics  in  rural  West  Virginia  and 
they  have  planned  a seminar  entitled  “Who  Controls  Medicine.  ” The  West  Virgnia  School  of  Osteopathic 
Medicine-MSS  chapter  has  to  date  recruited  approximately  150  members  since  their  chapter  was  created, 
and  they  are  currently  petitioning  the  administration  for  full  recognition  as  a student  organization. 

As  you  can  see,  our  colleagues  across  the  state  are  very  busy.  We  are  making  our  voices  heard.  I am 
proud  of  your  efforts  and  I pray  you  will  continue  them.  It  is  very  exciting  to  see  so  many  of  us  interested 
in  taking  an  active  part  in  shaping  the  profession  of  medicine.  In  today’s  climate  of  plunging  salaries, 
invasive  HMOs,  overbearing  insurers,  frivolous  malpractice  cases,  and  “board-room  bottom  liners,”  it  is 
difficult  to  understand  why  anyone  would  choose  such  a path  in  life.  It  is  sometimes  impossible  to 
understand,  I am  sure,  even  for  those  of  us  looking  out  from  the  inside.  This  is  something  I have  been 
pondering  for  a long  time. 

All  of  us  chose  to  pursue  the  art  of  medicine  for  different  reasons,  and  we  will  each  choose  a different 
path  in  our  pursuit.  However,  none  of  us  made  this  decision  without  first  realizing  what  lies  at  the  heart  of 
our  profession,  the  sustaining  rhythm  that  drives  the  pulse  of  our  existence:  the  patient.  No  matter  how 
one  chooses  to  look  upon  medicine,  whether  through  the  eyes  of  the  executive  or  the  private  practitioner, 
we  are  driven  by  one  inherent  need,  the  need  of  the  patient  for  our  care.  Without  this,  there  is  no 
medicine;  thus  our  profession  is  defined. 

There  is  a sacred  bond  formed  between  a patient  and  their  physician  every  time  the  caregivers’  hands 
are  laid  upon  the  one  who  needs.  This  bond  is  based  not  upon  money,  prestige,  honor,  or  respect.  It  is 
based  upon  and  founded  in  an  inherent  trust  which  exists  between  the  sick  and  those  who  wear  the  white 
coats.  Patient  trust  us  with  their  health.  They  provide  us  with  the  most  intimate  of  details  about  themselves. 
They  trust  us  to  provide  answers  when  they  are  unsure,  to  comfort  them  when  they  are  hurt,  to  strengthen 
them  when  they  are  scared.  They  believe  what  we  tell  them.  They  give  credence  to  our  words.  They  put 
their  lives  in  our  hands. 

The  patient  allows  us  to  practice  the  art  of  medicine.  They  are  the  bridge,  the  medium  through  which 
we  channel  our  energies.  The  knowledge  we  possess  is  meaningless  lest  it  be  applied  to  the  care  of  a 
patient.  If  ever  there  were  validation  to  be  had,  it  can  be  found  in  a patient  who  has  benefitted  from  your 
care.  Take  not  for  granted  the  intangible  effect  that  the  touch  of  your  hand  can  have  upon  your  patient. 
Foster  the  bond  and  reap  the  greatest  reward. 


Jason  D.  Harrah,  MSIII 
WVSMA-MSS  President 
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New  Members 


We  are  pleased  to  welcome  the  following  new  members  to  the  WVSMA: 


Phvsicians 

Cynthia  J.  Mueller,  MD 

Steven  C.  Mills,  MD 

Wheeling,  WV 

Wheeling,  WV 

Thomas  M.  Jung,  MD 
Huntington,  WV 

Thelma  Mupas,  MD 

Michael  Parsons,  MD 

Steubenville,  OH 

Wheeling,  WV 

Jay  A.  Requarth,  MD 
Charleston,  WV 

Serafino  S.  Maducdoc,  Jr.,  MD 

Marshall  B.  Robert,  MD 

Oak  Hill,  WV 

Wheeling,  WV 

I.  Elaine  Moore,  MD 
St.  Albans,  WV 

Resident  Phvsicians 

Medical  Students 

Frederick  A.  Conley,  MD 

Peter  J.  Nicholson,  MD 

WVU  School  of  Medicine  - 

Kingwood,  WV 

Morgantown,  WV 

Morgantown 

Erick  J.  Lavallee,  MD 

Magdalena  J.  Scherer,  MD 

Mark  Anderson 

Fayetteville,  WV 

St.  Clairsville,  OH 

Morgantown,  WV 

Jeffrey  V.  Ashley,  MD 

Hasan  Murshed,  MD 

Cynthia  Gordon  Tanguilig 

Charleston,  WV 

Wheeling,  WV 

Morgantown,  WV 

Charles  P.  Winkler,  Jr.,  MD 

Shashi  R.  Urval,  MD 

Patrick  T.  McCulloch 

Charleston,  WV 

Wheeling,  WV 

Morgantown,  WV 

Myron  A.  Lewis,  MD 

Eleanor  Bucaycay,  MD 

Mark  E.  Ranson 

Huntington,  WV 

Wheeling,  WV 

Morgantown,  WV 

Mark  W.  Nolan,  MD 

Ronaldo  V.  Roque,  MD 

Abraham  S.  Mitias 

Pt.  Pleasant,  WV 

Wheeling,  WV 

Morgantown,  WV 

Elias  H.  Khoury,  MD 

Subramaniyam  Chandrasekhar,  MD 

Barry  K.  Vaught 

Spencer,  WV 

Wheeling,  WV 

Morgantown,  WV 

Orton  C.  Armstrong,  MD 

Alicia  R.  Bordon,  MD 

Sarah  E.  Stevenson 

Vienna,  WV 

Wheeling,  WV 

Morgantown,  WV 

Gregory  S.  Harrah,  MD 

Bassam  Bilal,  MD 

Brent  Bellotte 

Hurricane,  WV 

Wheeling,  WV 

Morgantown,  WV 

Karl  J.  Mueller,  MD 

Todd  M.  Craig,  MD 

Patrick  T.  Hurley 

Wheeling,  WV 

Wheeling,  WV 

Morgantown,  WV 

William  B.  Harden,  MD 

David  R.  Ferrell,  MD 

John  G.  Hancox 

Bluefield,  WV 

Wheeling,  WV 

Morgantown,  WV 

J.  Brett  Chafin,  MD 

Kelli  L.  Fournier,  MD 

Vincent  J.  Miele 

Huntington,  WV 

Wheeling,  WV 

Morgantown,  WV 

Fadi  Z.  Ghandour,  MD 

Steven  A.  LaTulippe,  MD 

Jessica  Burkland 

Charleston,  WV 

Wheeling,  WV 

Morgantown,  WV 
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John  M.  Lobar 
Morgantown,  WV 

Cheryl  A.  Hill 
Morgantown,  WV 

Mary  A.  Myer 
Morgantown,  WV 

Robert  M.  Harpold 
Morgantown,  WV 

Louise  R.  Canala 
Morgantown,  WV 

William  S.  Mallow 
Morgantown,  WV 

Mark  A.  Joseph 
Morgantown,  WV 

Mary  J.  Hardenbergh 
Morgantown,  WV 

Marshall  University  School  of 
Medicine  - Huntington 

Carol  L.  Patterson 
Huntington,  WV 

Dennis  R.  Haslam,  Jr. 
Huntington,  WV 

Eugene  Lin 
Huntington,  WV 

Marie  J.  DiFilippo 
Huntington,  WV 

John  J.  Wolen 
Huntington,  WV 

Steven  E.  Dorsey,  Jr. 
Huntington,  WV 

Warren  J.  Frazier 
Huntington,  WV 

Shelly  D.  Martin 
Huntington,  WV 

Brian  K.  Heaberlin 
Prichard,  WV 

Steven  S.  Brumfield 
Huntington,  WV 

Kimberly  D.  Bradshaw 
Huntington,  WV 


Robert  M.  Sutphin 
Huntington,  WV 

Adrian  S.  Garmestani 
Huntington,  WV 

James  M.  Reynolds 
Huntington,  WV 

Brenda  R.  Van  Fossen 
Huntington,  WV 

Christine  L.  Gilkerson 
Huntington,  WV 

Michele  D.  Staton 
Huntington,  WV 

Ronald  D.  Bowe,  III 
Scott  Depot,  WV 

Bradley  Mitchell 
Huntington,  WV 

Melissa  D.  Bays 
Huntington,  WV 

Mitri  A.  Ghareeb 
Cross  Lanes,  WV 

Amy  D.  Lochow 
Huntington,  WV 

Rajev  I.  Nain 
Huntington,  WV 

Raymond  H.  Kim 
Huntington,  WV 

Tedra  M.  Claytor 
Huntington,  WV 

Mitchell  N.  Rashid 
Huntington,  WV 

Karen  E.  Hoffman 
Huntington,  WV 

Amy  L.  Harbour 
Hurricane,  WV 


• Nationwide  opportunities 

• Excellent  per  diem  pay 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


ASK  FOR : 

J.J.  Cox  Brian  Lund 

ext.  2.370  ext.  2.379 


(800)  685-2272 

http:llwww.locumsnet.com 


rThe  nation’s  fastest  growing 
locum  tenens  firm" 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 

Unable  to  place  J-1  or  H-1  physicians 


VOLUNTEER 


m 


WIPE  OUT  MUSCULAR 
DYSTROPHY! 


Muscular  Dystrophy 
Association 


(800)  572-1717 


Superman  is  a trademark 
of  DC  Comics. 

Used  with  permission. 
Copyright  ©1994 
DC  Comics 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D. 
James  W.  Caudill,  M.D. 

R.  David  Allara,  M.D. 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
R.  Austin  Wallace,  M.D. 
Robert  E.  Pollard,  M.D. 

David  A.  Phillips,  M.D. 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 

FAX  (304)  353-0215 


William  C Morgan,  Jr.  M.D.,  F.A.C.S. 


Otologist,  Diplomat,  American  Board  of  Otolaryngology 
Medical  and  Surgical  Treatment  of  Ear  Diseases 

Sheri  L.  Jeffries,  MS,  CCC-A,  Audiologist 

We  offer: 

• ABR  • Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
• Assistive  Listening  Devices  • Electronystagmography 


St.  Francis  Medical  Plaza  *331  Laidley  Street  • Charleston,  West  Virginia  25301  • 304-345-7100 


Prasadarao  B.  Mukkamala,  MD 

Union  Square  • 1 Monongalia  Street  • Charleston,  WV  25302 


Dr.  Mukkamala  is  a Diplomate  of  the  American  Board  of  Physical  Medicine  and  Rehabilitation 
and  the  American  Board  of  Electro-Diagnostic  Medicine. 

- - ■ a 

Specialist  in  Electromyography  and  Nerve  Conduction  Studies 

k J 

For  appointment,  call:  (304)  344-5153 


John  Cook  Jewelers 

is  back  and  even  better  than  before! 


Come  visit  us  at  our  new  location! 

231  Capitol  Street,  Suite  7 
Charleston 
342-5081 


• We  are  now  able  to  come  to  you 

• We  will  be  happy  to  come  to  your  office  at  your  convenience  or 

• We  make  evening  and  Saturday  appointments  for  you  in  the  quiet,  elegant  atmosphere  of  our 
NEW  private  salon. 

• More  beautiful  1 8K  fashion  pieces  • Platinum  estate  jewelry  • Magnificent  diamonds  and  pearls 


Your  Source  for  the  Unusual ! 

Monday  - Friday  Members  American  Gem  Society  Saturdays  and  Evenings 

10  a.m.  - 4:30  p.m.  by  Appointment 


In  the  year  2001 , it  is  projected  that  95%  of  physicians  will  be  working  under 
managed  care  contracts. 

WHO  WOULD  YOU  CHOOSE  to  advise  the  Legislature  on  the  new  rules? 

□ 1 . Trial  Lawyers 

□ 2.  Corporate  Hospitals 

□ 3.  Alternative  Care  Providers 

□ 4.  WESPAC 

If  you  voted  for  #4,  join  today! 


WESPAC  • P.O.  Box  4106  • Charleston,  WV  25364 

Name  MD/DO/Alliance/ 

Resident/Student 


Address 


Membership  Level: 


□ $365  Club 

□ Extra-Miler  $150 

□ Sustainer  $100 

□ Regular  $50 

□ Residents  $25 

□ Medical  Students  $10 


Please  use  a personal  check  to  send  your  membership  contribution  to  WESPAC.  Contributions  are  not  tax  deductible. 
($20  of  the  Regular  membership  and  $50  for  Sustainer  and  higher  membership  dues  go  to  AMPAC  for  Alliance  and 
physician  membership,  unless  you  note  WESPAC  only  on  the  memo  portion  of  your  check). 

Contributions  are  not  limited  to  the  suggested  amount.  Neither  the  AMA,  the  WVSMA  nor  the  component  medical 
societies  will  favor  or  disfavor  anyone  based  on  the  amount  of  or  failure  to  make  PAC  contributions.  Contributions  are 
subject  to  Federal  Election  Commission  Regulations  and  the  West  Virginia  Secretary  of  State  Regulations. 


1 50  years 

of  caring  for 


the  country 


Make  a commitment  to  your  patients  and  your  profession. 
Join  or  renew  your  membership  in  the  AMA  today. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


1997-1998  Advertising  Rates 

West  Virginia  Medical  Journal 


WVSMA 


Committed  to  Excellence 
Committed  to  You 


Get  more  out  of  your  advertising  dollars., .advertise  in  high  visiblity  areas! 


Four  color,  back  cover 

$925 

Four  color,  inside  back  cover 

$825 

Four  color,  inside  cover 

$550 

Spot  color 

add  $175 

Take  advantage  of  discounts  offered  to  repeat  advertisers! 


Size 

lx 

3x 

6x 

12x 

Full  page,  color 

$550 

$525 

$500 

$475 

Full  page  b/w 

$400 

$375 

$350 

$300 

1/2  page 

$225 

$200 

$175 

$150 

1/3  page 

$200 

$175 

$150 

$125 

1/6  page 

$175 

$150 

$125 

$100 

Page  Dimensions 

Full  page 

71'2”  x 10" 

1/2  page,  horizontal 

71/2”  x 43/4’ 

1/2  page,  vertical 

31'2”  x 10” 

1/3  page,  horizontal 

lm”  x 31/4“ 

1/3  page,  vertical 

21'4”  x 10” 

1/6  page,  vertical 

2 1/4”  X 43/4” 

Design  Fees 


The  staff  of  the  West  Virginia  Medical  Journal  will  be  glad  to  design  your  ad.  You  will  be  charged  $100  for  full 
page  ads  and  $50  for  any  other  size  advertisement. 

Classified  Ads 


Each  line  measures  2 1/2  inches  or  15  picas.  The  cost  per  line  is  $8.  There  is  a minimum  charge  of  $40  per  ad. 


Subscription  Rates 


Single  Copy 
United  States 
Foreign  countries 


$4 

$45  annually  (WV  residents  must  add  6 percent  sales  tax.) 
$80  annually 


If  you  have  questions  about  advertising  or  would  be  intrested  in  placing  an  advertisement,  please  call 
Christina  R.  Dixon,  advertising  director,  at  (304)  925-0342  or  toll  free  at  (800)  257-4747. 


Classified 


AGAPE  AQUARIUMS 
SALES  & SERVICE  - 

Give  your  office  or  waiting 

room  a new  look  with  a ^SL_ 

freshwater  or  saltwater  tank. 

Complete  aquarium  packages  available. 
Maintenance  fee  includes  cleaning, 
automatic  fish  feeders,  replacement  fish, 
etc.  Call  (304)  776-5363. 


DELAWARE  - We  are  currently  seeking 
two  Family  Practitioners  to  join  two 
private  practice  opportunities  affiliated 
with  Bayhealth  Medical  Center,  a 231- 
bed  facility  in  Central  Delaware  called 
Kent  General  and  Milford  Memorial,  a 
1 85-bed  facility  located  in  Milford, 
Delaware.  Candidates  will  be  board 
eligible  or  board  certified.  Attractive 
guaranteed  base  salary  with  incentive 
based  on  production  is  available  for 
the  first  two  years.  First-year  income 
potential  $150K  - 1 80K  plus  full  benefits 
and  no  state  income  tax.  Contact: 
John  J.  Baumann,  M.S.,  Vice  President, 
J.J.  & H.,  Ltd.,  1775  The  Exchange,  Suite 
240,  Atlanta,  GA  30339.  Phone 
(770)  952-3877  or  Fax:  (770)  952-0061. 


STATEMENT  OF  OWNERSHIP 

STATEMENT  REQUIRED  BY  THE  ACT  OF 
OCTOBER  23,  1962;  SECTION  4369,  TITLE  39, 
U.S.  CODE  SHOWING  THE  OWNERSHIP, 
MANAGEMENT  AND  CIRCULATION  OF  THE 
WEST  VIRGINIA  MEDICAL  JOURNAL. 

The  names  and  addresses  of  the  publisher, 
editor  and  managing  editor  are:  Publisher,  West 
Virginia  State  Medical  Association,  Box  4106, 
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M.D.,  Rt.  4 Cloverfields,  Wheeling,  WV  26003- 
9804;  and  Managing  Editor,  Nancy  L.  Hill,  Box 
4106,  Charleston,  WV  25364. 

The  known  bond  holders,  mortgages,  and 
other  security  holders  owning  or  holding  one 
percent  or  more  of  the  total  amount  of  bonds, 
mortgages,  or  other  securities  are:  None. 

The  average  number  of  copies  each  issue 
during  preceding  12  months  are:  (A)  Total 
number  of  copies  printed  3,100;  (B  1)  Paid 
circulation  through  dealers  and  carriers,  street 
vendors  and  counter  sales:  None;  (B  2)  Paid 
circulation  through  mail  subscriptions:  2,757;  (C) 
Total  paid  circulation  2,757;  (D)  Free  distribution 
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are  correct  and  complete. 

Signed  Nancy  L.  Hill 
Managing  Editor 


•ELECTRONIC  CLAIMS  SUBMISSION 
•PHYSICIAN  BILLING  SPECIALISTS 
•PROCEDURE  CODE  ANALYSIS 

We  handle  your  patient's  accounts,  records,  trans- 
actions, provide  monthly  statements,  fill  out  and 
submit  electronically  your  insurance  forms  and 
provide  you  with  detailed  statistical  reports  on 
your  practice.  Your  insurance  claims  are  filed  via 
a recognized  claims  clearing  house. 


Are  your  CPT-4,  CDT-1  and  HCPCS 
/ A \ codes  up  to  date  & valid?  ....If  not, 

^ \ you're  losing  money!  Let  us  perform 
' ^ 34  a procedure  code  analysis  for  you! 


SHELL  MEDICAL  MANAGEMENT  SERVICES 
5298  Kensington  Drive 
Cross  Lanes,  WV  25313-1216 
Telephone  304-776-4777 


The  Chapman  Printing 
Com  pa n y,  I n c. 

A Division  of  Champion  Industries,  Inc. 

THE  COMPETITIVENESS  OF  TODAY’S 
BUSINESS  WORLD  DEMANDS  TOP 
QUALITY  PRINTING. 

THE  BEST  IN  TECHNOLOGY, 
CRAFTSMANSHIP  AND  QUALITY  IS 
YOURS  WHEN  YOU  CHOOSE 
CHAPMAN  PRINTING. 


CHARLESTON 

CHARLESTON,  WV 
1 565  Hansford  Street 
(304)  341-0676 


HUNTINGTON 

HUNTINGTON,  WV 
2450-90  First  Avenue 
(304)  528-2791 


PARKERSBURG 

PARKERSBURG,  WV 
405  Ann  Street 
(304)  485-8596 


LEXINGTON 

LEXINGTON,  KY 
890  Russell  Cave  Road 
(606)  252-2661 


Is  your 
office  space 


Let 


design  cost-efficient  work 
areas  and  filing  systems  so 
you  can 


We  offer: 

* Quality  wood  furniture 

* Grade  "A"  systems 

* Acme  filing  systems 

* Professional  design 

STATIONERS 

1945  5th  Ave.,  Huntington,  WV  25703 

1-800-862-7200 
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Guidelines  For  Submitting  Manuscripts 


All  scientific  and  special  articles  being  submitted  to  the 
West  Virginia  Medical  Journal  must  be  created  on  an  IBM 
compatible  disc  in  Wordperfect  6. 1 or  earlier  versions,  or 
in  ASCII.  If  the  manuscript  contains  tables,  the  main  body 
of  the  manuscript  and  references  should  be  saved  as  one 
item,  i.e.,  article , and  then  each  table  should  also  be 
saved  as  a separate  item,  i.e.,  Table  1,  Table  2. 

All  scientific  manuscripts  should  be  prepared  in 
accordance  with  “Uniform  Requirements  for  Manuscripts 
Submitted  to  Biomedical  Journals.  ” Papers  will  not  be 
considered  for  publication  if  they  have  already  been 
reported  in  a published  paper  or  are  described  in  a 
manuscript  submitted  or  accepted  for  publication 
elsewhere.  They  should  be  accompanied  by  one  extra  copy, 
be  double-spaced,  and  have  page  numbers  on  every  page 
and  include  the  following  items: 

1.  Title  page. 

2.  An  abstract  of  no  more  than  150  words. 

3.  Text. 

4.  Acknowledgements. 

5.  References  in  parentheses  numbered  consecutively. 
No  more  than  10  references  will  be  published  and 
then  a statement  will  appear  stating  that  the  author 
should  be  contacted  for  the  other  references. 

6.  Tables. 

7.  Legends  for  illustrations. 


All  persons  designated  as  authors  should  qualify  for 
authorship.  Each  author  should  have  participated  enough 
in  the  work  to  take  public  responsibility  for  the  concept. 

Where  reference  is  made  to  generically-designated 
drugs,  the  first  such  reference  must  be  followed  by  its 
most  commonly  known  trade  name  in  parentheses. 

Tables,  figures  and  photos  should  be  numbered,  and 
indicated  with  parentheses  whenever  they  are  mentioned 
in  the  text,  i.e.  (Table  1),  (Figure  1).  Photos  must  be 
unmounted  glossy  prints  in  a 5 in.  x 7 in.  format  or 
smaller.  Black  and  white  photos  are  preferred.  Cost  of 
printing  photos  in  excess  of  four  will  be  billed  to  the 
author  at  a cost  of  $13  for  each  photo.  Each  photo 
should  have  a label  pasted  on  its  back  indicating  its 
number,  the  author’s  name  and  an  indication  of  its  “top.” 
Do  not  write  on  the  back  of  photos,  scratch  or  mar  them 
with  paper  clips,  or  mount  them  on  cardboard.  Drawings 
and  charts  should  be  created  in  solid  black  or  pure 
white. 

All  scientific  material  is  reviewed  by  the  Publication 
Committee  and  should  be  sent  to  The  Editor,  West 
Virginia  Medical  Journal,  P.O.  Box  4106,  Charleston,  WV 
25364.  All  other  types  of  submissions  are  usually  only 
reviewed  by  the  editor  and  managing  editor  and  should 
be  mailed  to  the  same  address. 


Continuing  Medical  Education 


The  Camcare  Health  Education  and  Research  Institute 
is  a Camcare  Health  System  organization  dedicated  to 
improving  health  through  research,  education  and 
community  health  development.  The  Institute's 
Education  Division  offers  live  conferences,  seminars, 
workshops,  teleconferences,  and  on-site  programs. 


The  Camcare  Health  Education  and  Research  Institute's 
CME  program  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  continuing 
medical  education  for  physicians.  For  more  information 
on  these  and  future  programs  provided  by  the  Institute, 
please  call  (304)  348-9581. 


Seminars 


First  Annual  Pediatric  Critical 
Care  Conference 

October  1-2, 1997 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 

Program  Director: 

Manuel  J.  Caceres,  MD 

Medicare  Part  B: 

Reimbursement  Guidelines 

October  14,  1997 
9:00  a.m.  - 12:00  p.m. 
or  1:00  p.m.  - 4:00  p.m. 

Robert  C.  Byrd  Health  Sciences 
Center  of  WVU/Charleston  Division 

Seventh  Annual  Vascular  Surgery 
Conference 

"Controversies  in  Vascular  Surgery" 
October  25, 1997 
Robert  C.  Byrd  Health  Sciences 
Center  of  WVU/Charleston  Division 

Program  Directors: 

Ali  F.  AbuRahma,  MD 
James  P.  Boland,  MD 

12-Lead  ECG  Interpretation 

November  4-5, 1997 
Comfort  Inn 
Martinsburg,  WV 

Program  Director: 

Vernon  Stanley,  MD 

Cardiovascular  Conference  at 
Snowshoe 

February  2-4, 1998 

Mountain  Lodge  Conference  Center 

Snowshoe,  WV 

Program  Director: 

William  H.  Carter,  MD,  FACC 


Teleconferences 
Noon  - 1:00  p.m. 


Reconstruction  for  Oral  and 
Facial  Tumors 

October  2, 1997 

Lee  F.  Allen,  MD,  DMD 

David  P.  Wise,  MD,  DDS 

Asthma:  A Preventable  Admission 

October  16, 1997 
Chandra  M.  Kumar,  MD 

I.  Modem  Diagnosis  of  Ectopic 
Pregnancy 

II.  New  Treatment  Modalities  for 
Ectopic  Pregnancy 

November  6, 1997 
Tamer  M.Yalcinkaya,  MD 

Basic  Stabilization  of  the  Neonate 

November  20,  1997 
Mary  P.  Brant,  NNP 
Veneta  R.  Eggleton,  RNC 

Therapy  of  Acute  Stroke 

December  4, 1997 
Glenn  R.  Goldfarb,  MD 


Guest  Lecture 


Breaking  the  Bad  News 

October  27, 1997 
Noon  - 1:00  p.m. 

Robert  C.  Byrd  Health  Sciences 
Center  of  West  Virginia  University/ 
Charleston  Division 
Robert  Buckman,  MD,  PhD,  FRCP 


On-Site  Continuing 
Education  Outreach  Program 


Von  Willenbrand  Disease  & 
Work-Up  of  Bleeding  Disorders 

Fayette  County  Medical  Society 
Oak  Hill,  WV 

Wednesday,  October  1, 1997 
6:00  p.m. 

Elizabeth  Kurczynski,  MD 


Antibiotic  Therapy 

Montgomery  General  Hospital 
Montgomery,  WV 
Wednesday,  October  1, 1997 
12:30  p.m. 

Christine  Teague,  PharmD 

Trauma  in  the  Field 

Days  Inn,  Flatwoods,  WV 
Tuesday,  October  14, 1997 
6:00  p.m. 

James  W.  Kessel,  MD 
David  P.  Wise,  MD,  DDS 

Trauma  in  Pregnancy 

Man  ARH,  Man,  WV 
Wednesday,  October  22, 1997 
6:00  p.m 

David  Chaffin,  MD 

Chronic  Renal  Failure 

Logan  General  Hospital,  Logan,  WV 
Friday,  October  17, 1997 
11:45  a.m. 

Fadi  Ghandour,  MD 

Update  on  Laparoscopy 
Techniques 

Pleasant  Valley  Hospital 
Point  Pleasant,  WV 
Thursday,  October  23, 1997 

Non-Cardiac  Chest  Pain 

Fayette  County  Medical  Society 
Montgomery,  WV 
Wednesday,  November  5, 1997 
6:00  p.m. 

Volkan  O.  Taskin,  MD 

Sleep  Disorders  Update 

Man  ARH,  Man,  WV 
Wednesday,  November  19, 1997 
6:00  p.m. 

George  R.  Zaldivar,  MD 
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Medical  Education  Opportunities  at  the 
Camcare  Health  Education  and  Research  Institute 


The  Camcare  Health  Education  and  Research  Institute  is 
the  Camcare  Health  System  organization  dedicated  to 
improving  health  through  research,  education  and 
community  health  development.  The  Institute's  Education 
Division  offers  live  conferences,  seminars,  workshops, 
teleconferences,  and  on-site  programs  to  heatlh  care 
professionals 


The  Camcare  Health  Education  and  Research  Institute's 
CME  program  is  accredited  by  the  Accreditation  Council 
for  Continuing  Medical  Education  to  sponsor  continuing 
medical  education  for  physicians.  For  more  information 
on  these  and  future  programs  provided  by  the  Institute, 
please  call  (304)  388-9960  or  fax  (304)  388-9966  or 
send  us  an  e-mail  to  tkuhn@camcare.com. 


Seminars: 

Risk  Management 

December  2, 1997 
Kanawha  Country  Club 
South  Charleston,  WV 
6:00  p.m. 

Richard  Frankel,  PhD 

E/M  Coding  Changes  for  1998 

December  15, 1997 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 
6:00  p.m.  to  8:00  p.m. 

Fraud  and  Abuse:  Is  Your  Office 
Prepared? 

December  16, 1997 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 
8:30  a.m.  to  11:00  a.m. 

Pharmacology  and  Women's 
Health  Issues 

January  14,  April  8,  August  12,  or 
October  14, 1998 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 
4:00  p.m.  to  6:30  p.m. 

Topics: 

Contraceptives/New  Progestins 
Hyperlipidemia 

Hormone  Replacement  Therapy 
Bain  Control 

Homeopathic  Alternatives 
Antidepressants 
Weight  Loss  Drugs 
Common  Antibiotics 

Type  H Diabetes: 

Risk,  Recognition  and 
Intervention 

January  25  - 27, 1998 
Mountain  Lodge  Conference  Center 
Snowshoe,  WV 
Stephen  R Grubb,  MD 


Urinary  Stress  Incontinence 
Seminar 

January  26, 27  and  28, 1998 
Women  and  Children's  Hospital 
8:00  a.m.  to  4:30  p.m. 

Paul  H.  Fulcher,  Jr.,  MD 

Cardiovascular  Conference  at 
Snowshoe 

February  2-4, 1998 

Mountain  Lodge  Conference  Center 

Snowshoe,  WV 

William  H.  Carter,  MD,  FACC 

Pediatric  Advanced  Life  Support 
Recertification  Course 

April  2, 1998 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 

Pediatric  Advanced  Life  Support 
Provider  Course 

April  23-24,1998 

Robert  C.  Byrd  Health  Sciences  Center 
of  WVU/Charleston  Division 

Teleconferences: 

Therapy  of  Acute  Stroke 

December  4, 1997 
Noon  to  1:00  p.m. 

Glenn  R Goldfarb,  MD 

On-Site  Continuing 
Education  Outreacn 
Program: 

Treatment  of  Urinary  Tract 
Infections 

Montgomery  General  Hospital 
Montgomery,  WV 
December  3, 1997 
12:30  p.m. 

Joseph  M.  DeBord,  MD 


The  Realities  of  Stress  Echos 

Tamarack 
Beckley,  WV 
December  3, 1997 
6:00  p.m. 

GanpatThakker,  MD 

A.B.B.I.:  A New  Breast  Biopsy 
Technique 

Montgomery  General  Hospital 
Montgomery,  WV 
January  7, 1998 
12:30  p.m. 

James  W.  Kessel,  MD 

Non-Cardiac  Chest  Pain 

Fayette  County  Medical  Society 
Montgomery,  WV 
January  7, 1998 
6:30  p.m. 

Volkan  Taskin,  MD 

Roane  General  Hospital 
Spencer,  WV 
January  20, 1998 
6:30  p.m. 

Man  Appalachian  Regional  Hospital 
Man,  WV 
January  21, 1998 
6:00  p.m. 

Pleasant  Valley  Hospital 
Point  Pleasant,  WV 
January  29, 1998 
Noon 
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President’s  Page 


Freedom  of  choice:  Yes  or  No? 


As  we  all  know,  many  of 
the  AMA’s  goals  were 
achieved  in  the  last 
Congressional  session. 
Among  our  successes  were  the 
passage  of:  health  insurance  reform; 
anti-gag  clauses  in  the  Patients’ 

Right  to  Know  Act  of  1997;  the 
48-hour  Maternity  Stay  Bill,  which 
banned  so-called  “drive-thru 
deliveries;”  the  Breast  Cancer 
Patients’  Protection  Act  of  1997;  and 
antitrust  guidelines  that  are  favorable 
to  physicians.  The  AMA’s  programs 
and  lobbying  also  helped  defeat 
outrageous  fraud  and  abuse 
provisions  that  would  have  been 
punitive  to  physicians  for 
inadvertent  errors. 

This  year,  Medicare  reform  is  at 
the  top  of  the  AMA’s  agenda.  The 
Balanced  Budget  Act  of  1997, 
enacted  in  August,  explicitly  permits 
private  contracts  between  Medicare 
patients  and  physicians. 

Under  the  new  law,  in  1999, 
Medicare  beneficiaries  will  not  only 
be  able  to  enroll  in  an  HMO  plan 
under  contract  with  Medicare,  but 
will  also  be  able  to  choose  from 
among  Provider  Sponsored 
Organizations  (PSO),  Preferred 
Provider  Organizations  (PPO), 
private  fee-for-seivice  plans  and 
even  medical  savings  accounts.  All 
of  these  options  are  labeled  as 
Medicare  + Choice  plans.  The 
intention,  based  on  the  principles  of 


freedom  of  choice  and  free 
enterprise,  is  to  give  Medicare 
patients  the  right  to  choose  their 
physicians. 

However,  a provision  within  the 
law  obliterates  that  right  to  choose: 
Medicare  patients  are  allowed 
private  contracts  only  with  physicians 
who  have  sworn  in  an  affidavit  that 
they  have  not  accepted  Medicare 
assignments  in  the  past  two  years. 
Since  75  percent  of  practicing 
physicians  in  the  state  currently 
accept  Medicare  assignments  and  95 
percent  of  the  claims  are  assigned, 
seniors  are  denied  a true  freedom  of 
choice  under  this  provision. 


If  lawmakers  have  worked  this 
provision  into  the  act  because  they 
believe  physicians,  driven  by  financial 
gain,  would  take  advantage  of  the 
situation,  they  are  wrong  and  are 
making  a grave  mistake.  Their  “Big 
Brother”  approach  is  troubling. 

Like  you,  I strongly  believe  the 
medical  profession  is  one  of  the 
most  honorable  vocations  an 
individual  can  pursue.  We  are 
patients’  advocates  and  believe 
Medicare  beneficiaries  should  be 
given  the  freedom  of  choice  they 
deserve. 

A big  effort  is  now  underway  by 
the  AMA  to  gain  support  in  the 
Senate,  as  well  as  the  House,  to 
remove  the  two-year  exclusion,  so 
that  all  Medicare-eligible  seniors 
who  are  willing  to  pay  from  their 
own  pocket  can  go  to  any  physician 
they  want. 

Congress  is  on  the  right  track  to 
give  Medicare  patients  freedom  of 
choice,  but  it  is  going  about  it  in  the 
wrong  way.  It  is  up  to  us  to  show 
them  the  correct  way. 

I cannot  overemphasize  our  need 
to  come  together  and  protect  our 
profession  through  unity,  balance 
and  harmony,  and  to  strengthen  our 
position  on  this  matter. 

Thomas  H.  Chang,  M.D. 
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Editorial 


Kiddy  care 


What  kind  of  a misanthrope 
does  not  love  children? 
Who  does  not  brush  back 
tears  at  pictures  of  vacant-eyed 
starving  waifs  of  any  color, 
nationality  or  genetic  background? 
Who  would  allow  himself  to  be 
tarred  with  even  a suggestion  he 
might  be  less  than  bighearted  when 
it  comes  to  the  welfare  of  children? 

How  can  anyone  use  attitudes 
toward  child  welfare  to  manipulate 
public  opinion  on  topics  only 
minimally  related  to  child  welfare? 
It’s  easy.  Number  one:  consider 
Saddam  Hussein.  Number  two: 
consider  Hillary  Clinton. 

Saddam  arranges  a public 
demonstration  with  100  tiny  caskets, 
weeping  women  and  angry  men 
denouncing  America  in  order  to 
gain  relief  from  UN  sanctions 
designed  to  mitigate  or  thwart  his 
manufacture  of  weapons  of  mass 
destruction.  It  takes  less  than  a day 
for  an  administration  spokesman  to 
announce  that  of  course  we  will  be 


willing  to  modify  terms  of  our 
embargo  to  avoid  any  harm  to 
children. 

Hillary,  after  her  humiliating 
defeat  in  her  attempts  to  force  a 
total  government  takeover  of 
Medicine  in  1994,  retreated  to 
regather  her  forces.  She  authored  a 
book  on  how  it  takes  a village  to 
raise  a child.  She  renewed  her 
interests  in  child  welfare  legislation 
and  has  been  biding  time  before 
taking  up  the  political  cudgel  in  her 
next  assault  on  the  way  Medicine  is 
arranged,  provided  and  paid  for  in 
the  United  States. 

Despite  the  lack  of  any  history, 
experience,  knowledge  of  or 
indications  of  love  for  the  military  in 
her  immediate  family,  following 
lessons  of  good  military  tactics  this 
time  the  attack  will  be  on  a much 
narrower  front.  The  takeover  of 
Medicine  is  to  be  piecemeal  starting 
with  medical  care  of  children. 

Expect  our  own  Senator  Rockefeller 
to  be  among  the  assault  forces. 


Do  we  love  children?  It  is 
ludicruous  even  to  consider 
defending  our  history  or  policies 
toward  children.  What  identifiable 
group  has  done  more  for  children? 
Government?  Social  agencies?  To 
hesitate  in  our  defense  of  our  overall 
position  in  regard  to  any  more 
intrusiveness  into  Medicine  by 
government,  including  child  care,  is 
equivalent  to  allowing  Saddam 
freeway  in  his  preparations  to 
slaughter  millions  because  it  might 
somehow  harm  children  in  his 
country. 

Children  grow  into  adulthood.  We 
will  do  these  children  no  good  in 
their  childhood,  or  worse,  in  their 
adulthood  by  allowing  plans  for 
socialized  child  care  to  become 
established  in  this  country.  Hillary 
needs  another  defeat  on  this  issue 
on  her  way  out  the  White  House 
door. 

Stephen  D.  Ward,  M.D. 

Editor 
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Feature  Article 


WVSMA’s  Rural  Physician  of  the  Year 

Dr.  Ralph  Simms  devoted  to  helping  his  patients 


CHRISTINA  DIXON 

Director  of  Public  Relations/Advertising  Manager,  West 
Virginia  State  Medical  Association,  Charleston 


Marsh  Fork  Clinic,  located  on  the  western  edge  of 
Raleigh  County,  is  probably  not  known  to  many  people 
throughout  West  Virginia.  But,  for  the  8,000  patients 
who  visit  this  small  facility,  it  is  a lifeline  - - their  only 
local  medical  care. 

The  residents  of  this  rural  area  are  especially 
grateful  to  Dr.  Ralph  Simms,  the  easy-going  physician 
who  has  served  as  the  medical  director  of  the  clinic  for 
the  past  eight  years.  Thelma  Wilson,  the  executive 
secretary  of  the  Raleigh  County  Medical  Society,  has 
been  so  impressed  by  Dr.  Simms  dedication  to  his 
patients  that  she  nominated  him  for  the  WVSMA’s  Rural 
Physician  of  the  Year  Award  which  he  was  presented  at 
the  WVSMA’s  Annual  Meeting  in  August. 

„ “Dr.  Ralph  Simms  has  found  his  niche  in  the  medical 
field,”  Thelma  said.  “I  believe  he  is  doing  exactly  what 
he  hoped  to  do.  He  is  practicing  in  a rural  health 
community  where  a lifestyle  with  which  he  is  familiar 
exists  and  he  is  providing  a responsible  and  much 
needed  service  to  the  residents  of  the  Marsh  Fork 
community,”  she  added. 

Dr.  Ronald  Cordell,  who  served  as  president  of  the 
WVSMA  from  1996-97,  was  responsible  for  selecting  Dr. 
Simms  for  the  award  and  echoed  Thelma’s  comments. 

“We  had  dozens  of  qualified  applicants  this  year,”  Dr. 
Cordell  said.  “Ralph  Simms  struck  me  as  very  dedicated 
to  his  patients,  his  profession  and  his  community.” 

If  you  visit  the  Marsh  Fork  Clinic,  you  will  see  that  in 
his  role  as  a family  physician,  Dr.  Simms  must  also  act  as 
a counselor,  a friend  and  many  times,  a devil’s  advocate. 

“Some  of  the  children  I see  have  grown-up  with  this 
clinic,”  Dr.  Simms  said.  “I  have  seen  them  through  many 
different  aspects  of  their  lives  - - puberty,  marriage, 
divorce,  and  childbirth.  It  is  important  to  try  to  be  a role 
model  to  the  young  people  I see,  so  hopefully  we  will 
have  two  or  three  from  this  area  motivated  enough  to 
take  my  job,”  he  added. 

Living  in  such  a small,  rural  community,  with  no  other 
counseling  services  in  the  area,  Dr.  Simms  and  his 
dedicated  office  staff  have  developed  a strong  support 
system  for  patients.  Transcriptionist  Linda  Carter  said 


Dr.  Ralph  Simms  happily  sits  at  his  desk  with  the  floral  and 
balloon  arrangement  the  staff  of  Marsh  Fork  Clinic  sent  him 
for  being  named  WVSMA’s  Rural  Physician  of  the  Year. 


that  Dr.  Simms  has  a special  way  of  being  able  to  talk 
patients  into  going  back  to  school,  getting  them  out  of 
an  abusive  relationship  or  encouraging  them  to  take 
control  of  their  lives. 

“I  can  help  35-40  people  a day  here,  whereas  in  a 
hospital  I can  salvage  maybe  two  or  three,”  Dr.  Simms 
explained.  “Help  is  more  than  just  seeing  patients,  giving 
a diagnosis  and  sending  them  on  their  way.  It  means 
providing  care  to  indigent  patients  who  have  no  way  of 
paying  medical  expenses,  helping  a patient  get  to  the 
clinic  who  has  no  means  of  transportation,  or  seeing 
that  sick  children  get  medicine  and  proper  medical 
attention  before  they  turn  into  sick  adults.  Help  means 
giving  family  planning  advice  to  young  girls  in  the  area  or 
making  house  calls  to  bedridden  patients. 

“This  rural  setting  suits  me,  it  is  what  I like  to  do,”  Dr. 
Simms  said.  “Our  clinic  building  is  nothing  more  than 
adequate.  We  have  no  fancy  furniture,  no  immense 
computer  systems.  What  we  do  have  are  three  antique 
exam  tables  and  a staff  that  provides  exemplary  care 
with  minimal  resources.” 

Dr.  Simms  said  he  will  not  leave  the  clinic  and  the 
people  of  Raleigh  County  until  he  is  too  old  to  continue 
practicing  medicine. 
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“Help  is  more  than  just 
seeing  patients , giving  a 
diagnosis  and  sending 
them  on  their  way.  ” 


“This  is  my  home.  I am  accustomed  to  this  kind  of 
lifestyle  and  I have  no  desire  to  leave  here,”  he  said. 

Dr.  Simms  spent  much  of  his  childhood  on  his 
parents’  farm  near  the  New  River  in  Summers  County. 
After  graduating  from  Sandstone  High  School  in  1965, 
Dr.  Simms  immediately  joined  the  United  States  Air 
Force,  and  two  years  later  he  married  his  wife,  Mary, 
who  was  working  toward  her  degree  in  nursing. 

During  his  military  service,  Dr.  Simms  became  a crew 
chief  in  heavy  ground  radar  in  Watertown,  N.Y.,  and 
later  a director  and  instructor  in  radio  engineering  in 
Fredricksburg,  Va.  Following  his  military  service,  he  and 
his  wife  and  their  three  children  returned  to  West 
Virginia  and  he  became  an  electrician  with  Pittston  Coal 
Company  in  Nettie. 


Dr.  Simms  had  worked  at  Pittston  for  nine  years  and 
had  been  promoted  to  director  of  technical  training 
when  the  coal  industry  began  downsizing.  Realizing  he 
was  about  to  be  laid  off,  Dr.  Simms  made  the  decision 
to  go  back  to  school  to  earn  his  degree.  He  enrolled  at 
Concord  College  and  received  his  B.S.  in  biology  in  1984. 

“I  always  had  a desire  to  learn  about  medicine  and  to 
help  people  in  a rural  setting,”  Dr.  Simms  said.  “But,  the 
time  for  me  to  go  to  school  was  not  right  until  I was  in 
my  thirties.” 

With  the  urging  of  his  friends  and  family,  he  applied 
to  the  West  Virginia  School  of  Osteopathic  Medicine  in 
Lewisburg.  Four  years  later,  Dr.  Simms  graduated  and 
ironically,  his  wife,  Mary,  also  graduated  that  same 
spring  from  Concord  College  and  their  daughter,  Susan, 
who  now  works  with  him  at  Marsh  Fork  Clinic, 
graduated  from  high  school. 

When  he  is  not  at  the  clinic  or  making  housecalls  for 
patients,  Dr.  Simms  enjoys  raising  beef  cattle  on  his  240 
acre  farm  in  Sandstone.  He  loves  spending  time  with  his 
family  which  now  includes  two  grandchildren. 

President  of  the  West  Virginia  Chapter  of  the  American 
College  of  Osteopathic  Family  Physicians,  Dr.  Simms  is 
the  first  osteopathic  physician  to  receive  the  WVSMA’s 
Rural  Physician  Award.  The  staff  and  members  of  the 
WVSMA  would  like  to  again  congratuate  Dr.  Simms  for 
his  dedication  to  his  patients  and  the  betterment  of 
health  care  in  West  Virginia. 


Dr.  Simms  and  his  staff  take  time  out  for  a group  portrait  in  front  of  Marsh  Fork  Clinic. 
Pictured  at  Dr.  Simm’s  left  is  Chris  Carter,  a physician  assistant  student;  and  to  his  right 
are  transcriptionist  Linda  Carter;  his  daughter,  RN  Susan  Allen;  office  managers  Tammy 
Tucker  and  Mary  McGrady;  and  LPN  Sandra  Simmons. 


NOVEMBER/DECEMBER  1997 , VOL  93  305 


Special  Report 


Coming  full  circle:  A 25-year  retrospective  of  the 
West  Virginia  Medical  Institute 


MABEL  STEVENSON,  M.D.,  F.A.C.P. 

President  and  Medical  Director,  West  Virginia  Medical 
Institute,  Charleston 


On  October  6,  1965,  President  Johnson  signed  Public 
Law  89-239.  Its  intent  was  to  develop  resources  to  more 
effectively  apply,  on  a regional  basis,  rapidly  expanding 
medical  knowledge  of  heart  disease,  cancer,  stroke,  and 
related  diseases.  The  Regional  Medical  Programs  (RMP) 
Agency,  which  was  responsible  for  implementing  the 
legislation,  utilized  grants  to  encourage  the  establishment 
of  cooperative  arrangements  among  medical  schools 
and  community  hospitals  for  programs  to  link  research 
advances  and  improve  patient  care. 

The  initial  intent  of  RMP  was  to  support  the 
development,  within  the  framework  of  individual 
regions,  of  such  activities  as  continuing  education  of 
physicians  and  other  health-related  professionals,  as 
well  as  demonstrate  the  most  advanced  techniques  for 
the  diagnosis  and  treatment  of  disease.  In  addition, 
there  was  emphasis  on  the  development  of  improved 
means  of  gathering  and  analyzing  medical  data,  and  on 
the  introduction  of  evolving  electronic  technology  for 
the  distribution  of  medical  knowledge.  At  that  time, 
xerographic  machines  and  computers  were  a relative 
novelty. 

The  application  to  establish  an  RMP  for  the  State  of 
West  Virginia  was  successful,  and  an  Advisory  Group 
was  established,  chaired  by  the  late  Clark  K.  Sleeth  (then 
dean  of  West  Virginia  University  School  of  Medicine), 
comprising  physicians,  other  health  professionals,  and 
hospital  administrators  from  throughout  the  region.  The 
first  major  project  was  to  establish  a series  of  courses  to 
train  registered  nurses  in  specialized  techniques  (ECG 
interpretation,  cardioversion,  cardiopulmonary 
resuscitation,  etc.)  so  that  they  might  return  to  their 
hospitals  and  help  establish  cardiac  (or  coronary)  care 
units.  Demonstration  projects  in  other  fields  of  diagnosis 
and  treatment  were  also  effective  in  spreading  more 
knowledge  throughout  the  region  and  in  enhancing 
cooperation  between  the  WVU  School  of  Medicine, 
community  hospitals,  and  practicing  physicians  and 
other  professionals. 

As  time  passed,  more  emphasis  was  placed  on  the 
need  for  evaluation  of  the  quality  and  appropriateness 
of  care  given  to  individual  patients  in  our  hospitals  and 


other  health  care  facilities.  In  late  1972,  as  the  result  of 
further  federal  legislation,  Public  Law  92-603  mandated 
the  establishment  of  a nationwide  network  of 
Professional  Standards  Review  Organizations  (PSROs). 
The  intent  was  to  have  these  established  by  June  1976. 

The  West  Virginia  State  Medical  Association  (WVSMA) 
appointed  an  ad  hoc  committee  in  1973  to  draft  a 
proposed  Foundation  for  Medical  Care  of  West  Virginia. 
This  was  envisioned  as  a vehicle  to  develop  continuing 
medical  education,  and  as  an  organization  that  might 
establish  and  implement  PSRO  activities  in  the  state.  The 
name  was  altered  to  the  West  Virginia  Medical  Institute 
(WVMI),  and  its  Articles  of  Incorporation  endorsed  the 
following  aims  of  WVSMA: 

1.  To  provide  continuing  medical  education; 

2.  To  provide  adequate  medical  care  at  reasonable 
cost; 

3.  To  evaluate  the  quality  of  care  by  medical  peer 
review; 

4.  To  maintain  freedom  of  choice  for  patient  and 
physician;  and 

5.  To  have  close  cooperation  between  government, 
payors,  and  physicians. 

An  Agreement  of  Affiliation  was  completed  between 
the  West  Virginia  Board  of  Regents  on  behalf  of  WVU 
and  WVMI.  This  enabled  funds  to  be  granted  from  the 
WV  RMP  to  finance  the  early  development  costs  of,  and 
early  pilot  efforts  by  WVMI.  Dr.  Harry  Weeks  was 
elected  as  WVMI’s  first  president  and  later  served  both 
as  president  and  medical  Director. 

During  the  ensuing  25  years,  WVMI  has  performed 
external  peer  review  for  the  Medicare  and  Medicaid 
programs  in  West  Virginia;  for  Medicare  in  Delaware 
since  1986,  and  for  Virginia  starting  in  1997.  For  the 
initial  years,  review  of  all  Medicare  and  Medicaid 
hospitalized  patients  was  carried  out  using  standards 
drawn  up  by  WVMI  in  consultation  with  physician 
members.  The  results  of  these  reviews  were  provided  to 
hospitals  and  physicians. 

In  1984,  the  Health  Care  Financing  Administration 
(HCFA)  redesignated  the  PSROs  as  Peer  Review 
Organizations  (PROs)  and  the  objectives  gradually 
shifted  from  educating  the  medical  community  as  a 
whole  to  addressing  individual  quality,  utilization,  and 
diagnostic-related  group  (DRG)  concerns  related  to  the 
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prospective  payment  system.  Physician  profiles  were 
created  and  those  practitioners  who  were  deemed  not 
to  have  met  acceptable  standards  were  “awarded”  points. 

The  apparent  emphasis  on  punishing  the  “bad  apple” 
did  not  win  many  friends  for  the  PRO  within  the 
medical  community.  By  the  early  1990s,  in  concert  with 
the  health  care  community’s  embracing  the  philosophy 
of  continuous  quality  improvement,  Medicare  undertook 
a new  educational  approach  — the  Health  Care  Quality 
Improvement  Program  (HCQIP).  WVMI  welcomed  this 
shift  in  philosophy.  HCFA  ordained  the  development  of 
Quality  Improvement  Projects  for  processes  of  care,  to 
be  performed  by  WVMI  in  cooperation  with  hospital 
staffs.  Later,  projects  were  further  developed  through 
cooperation  with  other  PRO  organizations  nationwide. 

From  these  regional  and  national  studies,  data  bases 
could  be  constructed  against  which  individual  hospitals 
could  compare  their  performance  both  at  the  onset  of 
the  projects  and  later,  after  steps  had  been  taken  to 
improve  the  health  care  processes  under  scrutiny. 
Subsequently,  the  activities  have  been  extended  to 
health  care  facilities  other  than  acute  care  hospitals, 
including  clinics  and  doctors’  offices.  Today,  HCFA 
places  great  emphasis  on  the  opinions  of  health  care 
beneficiaries  in  the  development  of  projects  and  in  the 
formulation  of  programs  for  maintaining  health. 

In  his  presidential  message  to  WVSMA  in  1973,  Dr. 
Worthy  McKinney  referred  to  the  founding  of  the  WVMI 
and  said  “the  magnitude  of  the  problem  may  make 
computer  capabilities  essential  in  a program.”  The 
founders  of  WVMI  could  scarcely  have  envisioned  the 
level  of  sophistication  that  has  resulted  from  advances  in 
electronic  technology.  Nor  could  they  have  predicted 
the  extent  to  which  detailed  information  can  be  derived 
from  both  small  and  large  patient  populations  which,  on 


analysis,  provides  the  basis  for  decisions  about  optimal 
health  care.  WVMI  has  acquired  extensive  experience  in 
such  data  collection  and  analysis  through  its  contracts 
with  government  and  with  other  institutions,  particularly 
the  Veterans  Administration  External  Quality  Review 
Program,  a national  contract  won  by  WVMI  in  1992. 

In  reviewing  the  events  of  the  past  23  years,  it  is  clear 
that  External  Quality  Review  by  peers  has  come  full 
circle,  and  that  the  circle  has  expanded  greatly  in 
circumference,  complexity,  and  content.  The  staff  of 
WVMI,  under  the  direction  of  the  late  Dr.  Harry  Weeks 
and  Ms.  Betty  Kirkwood,  the  executive  vice  president, 
has  gained  national  recognition  surpassing  that  of  any  of 
the  original  PSROs.  The  physicians  of  West  Virginia  and 
of  WVSMA  have  provided  leadership  through  their 
counsel  and  as  members  on  the  Board  of  Trustees.  New 
challenges  continue  to  appear  for  the  medical 
community.  Currently,  one  of  our  major  challenges  is  to 
ensure  that  the  standards  for  quality  of  medical  care 
which  have  been  set  and  promulgated  by  our  own 
organizations,  continue  to  be  included  in  any  new 
programs  of  care  that  may  be  established  in  the  state. 

A new  medical  director,  Dr.  George  Pickett,  known  to 
many  from  his  earlier  tenure  as  director  of  the  West 
Virginia  Department  of  Health,  has  just  been  appointed 
at  WVMI.  The  Institute  looks  forward  to  continuing  its 
work,  in  collaboration  with  the  physicians  of  the  state, 
toward  the  same  objectives  that  were  endorsed  by  both 
WVMI  and  WVSMA  in  1973- 
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Special  Article 


Proper  prescribing:  Your  best  defense  against  malpractice 


KATHI  BURTON,  M.S.,  F.A.S.H.R.M. 

Regional  Manager,  Risk  Management  Services,  Medical 

Assurance  of  West  Virginia,  Inc.,  Charleston 

There  is  extensive  publicity  surrounding  the  growing 
number  and  cost  of  medication-related  malpractice 
claims.  Many  physicians  continue  to  be  at  risk  due  to 
deficient  prescribing,  monitoring  or  refilling  practices. 

Drug-related  claims  have  increased,  particularly  in 
medical  practices  which  have  a high  patient  volume  or 
are  seeing  more  new  patients,  and  in  medical  practices 
in  which  physicians  do  not  adequately  monitor  non- 
physicians who  prescribe,  dispense  or  furnish  drugs. 
Physicians  must  implement  adequate  safeguards  to 
reduce  medication-related  problems.  Even  physicians 
who  appropriately  prescribe  and  refill  prescriptions  are 
still  at  risk  for  malpractice  because  their  documentation 
is  unclear,  inconsistent  or  non-existent! 

Many  physicians  rely  on  patients  to  volunteer 
information  about  prior  or  current  medication  use,  even 
though  patients  usually  wait  for  the  physician  to  ask. 

j Current  medications  and  allergies 

Documentation  reviews  confirm  that  physician  ask 
patients  about  allergies  and  current  medications  during 
the  initial  visit,  but  many  do  not  update  the  history. 

This  can  be  a significant  problem  in  the  charts  of 
patients  who  may  be  under  the  care  of  several 
physicians,  all  of  whom  are  prescribing  drugs. 

A medication  control  record  is  an  effective  tool  to 
provide  the  physician  and  office  staff  with  a review  of 
the  patient’s  drug  history  and  current  use  of  medications. 
Placing  information  on  charts  in  one  consistent  location, 
provides  for  easy  access  as  well  as  referral.  The  medication 
control  record  should  include  the  following  information: 

* Current  medication 

* New  prescriptions 

* Date  medication  prescribed 

* Date  medication  discontinued 

* Refill 

* Adverse  effects 

* Patient  allergies 

If  a patient  injury  or  poor  outcome  should  result  from  a 
prescription,  the  defense  of  a case  could  be  compromised  if 
the  physician  had  not  informed  the  patient  of  medication 
instructions,  precautions  and  possible  side  effects. 


Patients  must  understand  the  potential  side  effects  of 
drugs  so  they  will  alert  the  physician  if  problems  arise.  The 
medical  record  documentation  should  reflect  the  provision 
of  instructions,  precautions  and  possible  side  effects. 

Prescribing  and  refilling  pitfalls 

Potential  risk  management  problems  identified  during 
physician  office  practice  surveys  include  the  following: 

(1)  Prescribing  for  another  doctor’s  patients.  While  it 
may  be  appropriate  for  a physician  who  is  on-call  for 
another  to  prescribe/refill  a prescription  for  his/her 
patient,  some  refill  requests  should  raise  a red  flag. 

(2)  Prescribing  potent  medication  for  a new  patient 
before  verifying  medication  history. 

(3)  Prescribing  unfamiliar  drugs. 

(4)  Permitting  unlicensed  staff  to  prescribe  or  refill  meds. 

(5)  Telephone  miscommunications.  Unclear  phone 
conversations  between  the  medical  office  and 
pharmacy  staff  have  resulted  in  prescription  errors. 
Unclear  pronunciation  of  drugs  with  similiar  names 
or  instructions  (i.e.  “b.i.d.”  vs.  “t.i.d.”)  have  led  to 
patients  receiving  the  wrong  drug  or  a harmful  dose. 

It  is  best  to  follow  these  risk  management  suggestions: 

* On-call  physicians  should  limit  the  types  and  amount 
of  medications  refilled  for  a colleague’s  patient.  A safer 
practice  is  to  authorize  an  amount  sufficient  to  last  until 
the  patient’s  regular  physician  is  available. 

* Do  not  refill  or  prescribe,  without  verification,  a drug 
another  physician  allegedly  prescribed.  Physicians 
should  inform  new  patients  that  except  in  an 
emergency,  continuation  of  care,  including  medication, 
that  another  physician  initiated  is  contingent  upon 
receipt  and  review  of  prior  medical  records. 

* Physicians  should  be  familiar  with  the  indications, 
contra  indications,  dosage  and  side  effects  of 
medications  prescribed.  When  appropriate,  a 
physician  should  consult  the  PDR  or  a pharmacist 
before  prescribing  an  unfamiliar  drug. 

* When  telephoning  prescriptions  or  refills,  ask  the 
pharmacist  to  repeat  back  the  order.  Rather  than 
use  medical  abbreviations  on  the  telephone  such  as 
“t.i.d.”  say  “three  times  a day,”  spell  names  of  drugs 
that  have  sound-alike  names. 

For  more  risk  management  information,  please  feel 
free  to  contact  me  at  (304)  522-0601,  or  fax  (304)  522-0601. 
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Special  Article 


AMA  develops  “American  Medical  Accreditation  Program” 
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Reprinted  with  permission  of  the  author  and  The  Greater 
Kansas  City  Medical  Bulletin,  Metropolitan  Medical 
Society  of  Greater  Kansas  City. 


In  recent  years,  physicians  have  advised  organizations 
like  the  Metropolitan  Medical  Society  and  the  American 
Medical  Association  they  want  more  “tangible  benefits” 
of  membership  for  their  dues  dollars.  The  AMA  has  now 
begun  a new  program  which,  if  successful,  will  replace 
the  gaggle  of  managed  care  companies’  surveyors  now 
in  physicians’  offices  with  one  survey  team  whose 
accreditation  will  be  accepted  by  all  companies. 

Now  that’s  a tangible  benefit  all  physicians  and  their 
staff  members  should  appreciate! 

Now  under  development,  The  American  Medical 
Accreditation  Program  (AMAP)  will  be  a comprehensive, 
uniform  program  for  accrediting  physicians  that  will  reduce 
the  duplicative  credentialing  and  office  site  reviews  now 
conducted  by  individual  managed  care  organizations. 
AMAP  will  measure  and  evaluate  individual  physicians 
against  national  standards,  criteria  and  peer  performance 
in  five  areas: 

Credentials:  Education  and  training,  license  and 
registration,  work  experience,  etc. 

*Personal  Qualifications:  Ethical  behavior,  CME 
participation,  involvement  in  peer  review, 
participation  in  self-assessment. 

environment  of  Care:  Office  facilities,  office 
procedures  and  policies,  staffing  and  staff 
performance,  medical  records. 

Clinical  Performance:  Processes  of  care  and 
guidelines  compliance  for  preventive  care,  early 
disease  detection,  and  appropriateness  of 
services  performed. 

*Patient  Care  Results:  Effectiveness  (clinical 
outcomes),  cost,  health  status  and  patient  satisfaction. 


Physicians  who  meet  and  maintain  AMAP’s  standards 
will  earn  AMAP  accreditation.  Managed  care  companies 
which  accept  AMAP  certification  will  benefit  because 
they  no  longer  will  have  to  conduct  accreditation 
surveys  of  their  own.  Physicians  will  benefit  because 
they  will  only  have  to  participate  in  one  survey  program 
instead  of  many.  Employers  will  benefit  because  AMAP 
will  be  a reliable  way  for  them  to  identify  quality 
physicians  and  practices.  And  patients  will  benefit 
because  their  doctors  can  spend  much  more  of  their 
time  practicing  medicine  and  much  less  time  filling  out 
duplicative  forms  for  multiple  managed  care  plans. 

If  all  of  this  sounds  familiar,  it  may  be  because  many 
of  the  same  benefits  accrue  to  physicians,  managed  care 
companies,  employers  and  patients  through  central 
“credentials  verification  organizations”  (CVOs)  that  many 
county  medical  societies  . . . including  the  Metropolitan 
Medical  Society  . . . now  sponsor  across  the  country.  In 
fact,  Metro  Med  and  many  other  CVO  programs  will  be 
an  integral  part  of  the  AMAP  program.  Though  its  “Central 
Credentials  Verification  Service”  (CCVS),  Metro  Med 
plans  to  perform  the  credentials,  site  visits  and  chart 
reviews  that  are  a part  of  AMAP  accreditation. 

In  today’s  medical  milieu,  physician  accreditation  is 
here  to  stay.  The  AMA  believes,  however,  that  physician 
accreditation  should  not  be  a punitive  exercise  developed 
by  business  people  and  imposed  on  physicians.  Instead, 
the  AMA  plans  for  AMAP  to  be  credible,  patient-centered, 
non-punitive  disclosure  of  standards  and  processes 
that’s  overseen  by  members  of  the  medical  profession.  If 
it  succeeds,  it  will  eliminate  a tremendous  amount  of 
paperwork  and  administrative  headaches  for  physicians, 
and  a great  deal  of  duplication  and  bureaucracy  among 
managed  care  organizations. 
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Abstract 

We  present  two  patients  with 
recurrent  large  pericardial  effusions 
who  were  treated  with  balloon 
pericardiotomy.  This  is  a novel 
treatment  in  which  a non-surgical 
pericardial  window  is  created  via  the 
percutaneous  suhxiphoid  route 
using  a balloon  dilating  catheter.  Our 
two  patients  initially  had  standard 
pericardiocentesis  performed. 
However,  large  pericardial  effusions 
soon  returned  in  both  patients  so 
further  and  more  definitive  treatment 
was  required  Following  balloon 
pericardiotomy,  neither  patient 
developed  a significant  pericardial 
effusion  after  months  of  follow  up. 
Given  our  experience  with 
percutaneous  balloon  pericardiotomy, 
as  well  as  the  experience  of  others 
(1-5),  we  believe  that  this  approach 
will  become  the  preferred  treatment 
for  large  pericardial  effusions  or 
tamponade,  especially  in  patients 
with  cancer. 


Introduction 

Large  pericardial  effusions  with  or 
without  cardiac  tamponade  are  not 
uncommon  in  patients  with 
malignant  disease  or  those  referred 
to  tertiary  care  centers.  Until  recently, 
standard  treatment  was  limited  to 
pericardiocentesis  with  or  without  the 
instillation  of  sclerosing  or 
chemotherapeutic  agents,  or  the 
surgical  creation  of  a pericardial 
window. 

Unfortunately,  the  long-term 
success  rate  of  pericardiocentesis  in 
these  patients  is  low  with  recurrence 
rates  of  13  to  50%  (2,3).  Sclerosing 
and  chemotherapeutic  agents  do  not 
help  much.  Surgical  creation  of  a 
pericardial  window  has  been  the  best 
choice.  However,  these  patients  are 
often  very  ill  and  the  perioperative 
risks  substantial. 

In  1991,  Palacios  et  al  (1)  first 
described  percutaneous  balloon 
pericardiotomy  and  demonstrated 
its  effectiveness  and  relatively  low 
risk.  Several  others  have  confirmed 
these  initial  findings  (2-5).  This 
article  describes  our  initial  experience 
using  this  treatment  modality. 

First  case  report 

A 64-year-old  white  woman  was 
admitted  to  Ruby  Memorial  Hospital 
in  Morgantown  with  shortness  of 
breath  and  a presumptive  diagnosis 
of  pneumonia.  She  had  previously 
undergone  left  upper  lobectomy  for 
non-small  cell  cancer  of  the  lung,  and 
had  received  30  radiation  treatments 
to  the  chest.  She  failed  to  improve 
despite  aggresive  antibiotic  therapy. 

The  day  after  she  was  admitted, 
a 2-D  echocardiogram  revealed  a 
very  large  pericardial  effusion  with 


profound  right  ventricular  collapse. 
An  urgent  pericardiocentesis  was 
performed  and  740cc  of  bloody 
exudative  fluid  removed.  Cytology 
revealed  moderately  differentiated 
mucinous  adenocarcinoma. 

Three  days  later,  a repeat  2-D 
echocardiogram  revealed 
reaccumulation  of  her  pericardial 
effusion  (Figure  1).  Percutaneous 
balloon  pericardiotomy  was 
performed.  After  intravenous 
sedation  and  the  administration  of 
local  anesthesia,  a standard 
pericardiocentesis  needle  was 
advanced  into  the  pericardial  space 
via  the  subxiphoid  approach  under 
fluoroscopic  guidance. 

To  confirm  the  location,  15  cc  of 
radiographic  contrast  was  injected 
into  the  pericardial  space.  An 
0.035-inch  extra  support  J-tipped 
guide  wire  was  advanced  into  the 
pericardial  space.  The  needle  was 
removed  and  a 14  French  dilator 
was  used  to  dilate  the  subcutaneous 
tissues  and  pericardium.  A 4 cm  long, 
22  mm  wide  dilating  balloon  was 
placed  across  the  pericardium.  A 
total  of  three  hand  inflations  of  the 
balloon  were  performed.  Figure  2 
shows  the  balloon  inflating  before 
the  pericardium  has  been  dilated. 
Figure  3 reveals  the  balloon  to  be 
fully  expanded  and  the  pericardium 
to  be  fully  dilated. 

The  dilating  balloon  was  removed 
and  a standard  pericardial  drain  was 
advanced  into  the  pericardial  space. 
All  remaining  pericardial  fluid  was 
removed  and  the  patient  was 
discharged  home  two  days  later. 

A follow-up  2-D  echocardiogram 
obtained  two  months  later  revealed 
only  a trivial  pericardial  effusion 
without  hemodynamic  significance 
(Figure  4). 
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Figure  1.  2-D  echocardiogram  revealing  large, 
hemodynamically  significant  pericardial  effusion. 
(PE  = pericardial  effusion ; RV=  right  ventricle; 

LV  = left  ventricle;  LA  = left  atrium;  and  AO  = aorta). 


Figure  2.  First  balloon  dilation  with  waste  in  balloon 
at  the  location  of  the  pericardium. 


Figure  3 . Dilating  balloon  fully  inflated  creating  a 
pericardial  window. 


Figure  4.  Follow  up  2-D  echocardiogram  two  months 
later  revealing  only  a trivial  pericardial  effusion. 


Second  case  report 

A 70-year-old  white  male  was 
referred  to  Ruby  Memorial  Hospital 
in  Morgantown  for  evaluation  of  a 
possible  lung  nodule.  A 2-D 
echocardiogram  revealed  a very 
large  pericardial  effusion  with 
significant  right  ventricular  collapse. 

An  urgent  pericardiocentesis  was 
performed  and  900  cc  of  blood-tinged 


transudative  fluid  removed.  The 
cytology  was  unremarkable  and 
thorough  evaluation  also  failed  to 
discover  a lung  nodule  or  other 
evidence  of  cancer.  The  patient  was 
discharged  home  on  indomethacin 
(Indocin). 

One  month  later  a routine  2-D 
echocardiogram  revealed 
reaccumulation  of  the  pericardial 
effusion  with  right  ventricular 


collapse.  The  decision  was  made  to 
perform  a balloon  pericardiotomy. 
This  was  performed  in  exactly  the 
same  manner  as  described  in  the 
first  case  report,  and  1,000  cc  of 
transudative  pericardial  fluid  were 
removed. 

One  month  after  the  balloon 
pericardiotomy  procedure  a 2-D 
echocardiogram  revealed  no 
evidence  of  pericardial  effusion. 
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Discussion 

Percutaneous  balloon 
pericardiotomy  is  a novel  treatment 
for  large  pericardial  effusions  or 
cardiac  tamponade.  Recent  studies 
have  demonstrated  its  effectiveness, 
especially  in  malignant  pericardial 
effusions  (1,2, 3, 5). 

Whether  it  is  as  efficacious  in 
non-malignant  pericardial  effusions 
is  not  as  well  documented.  The 
pericardium  is  involved  in  10%-25% 
of  patients  with  malignant  disease, 
and  up  to  39%  of  patients  presenting 
with  cardiac  tamponade  are 
ultimately  shown  to  have  cancer  (3). 

The  treatment  of  cardiac 
tamponade  has  been  frustrating. 
Pericardiocentesis  is  the  most  widely 
used  treatment  but  the  recurrence 
rate  is  as  high  as  50%  (2,3).  Even 
though  pericardiocentesis  is  a 
relatively  low-risk  procedure  with  a 
complication  rate  between  2%  to  4% 
(4),  when  multiple  pericardiocenteses 
are  required  the  cumulative  morbidity 
risk  increases. 

The  instillation  of  sclerosing, 
chemotherapeutic  or  tetracycline 
agents  into  the  pericardial  space  has 
been  tried  (4),  but  the  recurrence 
rate  with  all  commonly-used  agents 
is  around  20%  and  the  complication 
rate  can  be  20%-50%  or  more  (4). 
Systemic  chemotherapy  and  radiation 
therapy  also  have  recurrence  rates 
of  near  35%  (4).  Creation  of  a 
subxiphoid  surgical  window  has  a 
recurrence  rate  of  up  to  8.5%  and  is 
associated  with  a modest 
perioperative  risk  (2,4). 

In  1991,  Palacios  et  al  described 
percutaneous  balloon  pericardiotomy, 
a non-surgical  treatment  for 
pericardial  effusion  and  cardiac 
tamponade  (1).  Ziskind  et  al  then 
presented  50  cases  performed  in  the 
U.S.  (2).  The  success  rate  was  92% 
with  low  morbidity  and  mortality  (2). 
The  most  common  complication  was 
fever  in  six  of  the  first  37  patients,  but 
this  was  eliminated  by  the  use  of 
prophylactic  antibiotics  (2). 

This  procedure  was  sometimes 
associated  with  the  development  of 
left-sided  pleural  effusions  or  the 
worsening  of  pre-existing  pleural 
effusions,  rarely  calling  for 


thoracentesis  (2).  Five  of  10  patients 
reported  by  Galli  et  al  developed  a 
pleural  effusion,  but  none  required 
drainage  (3).  It  is  not  suprising  that 
new  pleural  effusions  can  result  or 
pre-existing  pleural  effusions  can 
worsen  due  to  this  procedure  since 
it  allows  pericardial  fluid  to  pass 
from  the  pericardial  space  into  the 
left  pleural  or  peritoneal  spaces 
where  the  resorptive  capacity  is 
greater  (2). 

The  creation  of  a pericardial 
window  by  percutaneous  balloon 
pericardiotomy  predominantly 
involves  breakage  and  fragmentation 
of  the  fibroelastic  connective  tissue 
of  the  parietal  pericardium  (6).  This 
results  in  the  formation  of  a sizable 
window;  and  windows  measuring 
19  mm  x 16  mm  after  dilating  with  a 
23  mm  diameter  balloon  have  been 
described  (6).  The  pericardium  is 
relatively  stiff  and  non-stretchable, 
allowing  its  tensile  limit  to  be 
overcome  by  balloon  inflation  (6). 
Recent  studies  have  shown  that  the 
long-term  success  of  a pericardial 
window  is  dependent  on  the 
inflammatory  fusion  of  the  epicardium 
to  pericardium  and  not  on  the 
maintenance  of  the  window  (6). 
Therefore,  percutaneous 
pericardiotomy  should  have  long-term 
efficacy  comparable  with  that 
produced  surgically  (1,2, 3, 6). 

The  short-term  prognosis  of 
patients  with  malignant  cardiac 
tamponade  is  related  to  the 
tamponade,  and  treatment  directed 
toward  the  effusion  is  necessary. 
However,  the  long-term  prognosis  is 
related  to  the  underlying  disease 
and  the  prognosis  is  poor.  Indeed, 
the  creation  of  subxiphoid  windows 
has  not  been  shown  to  improve 
survival  (2).  However,  relieving  the 
pericardial  effusions  leads  to 
improvement  in  their  quality  of  life. 
Additionally,  these  patients  often 
have  little  time  left  so  decreasing 
hospital  days  is  a very  admirable 
goal.  Percutaneous  pericardiotomy 
can  fulfill  all  these  goals.  By  relieving 
the  effusion,  symptoms  and  quality 
of  life  can  be  improved.  Since  it  is  a 
non-surgical  approach  with  low 
morbidity,  patients  can  be  discharged 
home  as  soon  as  the  next  day. 


Conclusion 

We  have  presented  two  cases  of 
cardiac  tamponade  treated  with 
percutaneous  balloon  pericardiotomy. 
One  patient  had  a malignant 
pericardial  effusion;  the  other  had 
idiopathic  pericardial  effusion. 

Both  patients  reaccumulated  fluid 
quickly  following  pericardiocentesis, 
but  achieved  good  long-term  results 
with  balloon  pericardiotomy.  During 
five  months  of  follow  up,  neither 
patient’s  pericardial  effusion  has 
significantly  reaccumulated. 

It  is  likely  that  percutaneous 
balloon  pericardiotomy  will  become 
the  treatment  of  choice  for  large 
pericardial  effusions  with  or  without 
cardiac  tamponade,  especially  when 
the  cause  is  cancer. 
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Abstract 

Since  teens  are  engaging  in  a 
variety  of  body  modifications  at 
increasingly  early  ages,  health  care 
providers  should  he  aware  of  the 
extent  and  the  possible  harm  of  these 
activities.  This  article  reviews  the 
historical  context,  medical  uses,  and 
risks  of  tattooing  and  other  forms  of 
body  modification.  There  is  little 
historical  precedent for  the  extent  of 
body  piercing  as  carried  out  by  the 
youth  today.  Body  building  is  also 
practiced  in  excess.  There  is  little 
legislative  control  of  body  modification 
other  than  for  tattooing.  The  need  for 
even  young  adolescents  to  improve 
their  appearance  and  self-esteem 
with  such  extreme  and  even  risky 
measures  is  evidence  of  a regressive 
trend  in  our  culture. 


Introduction 

Preteens  and  early  teens  are 
modifying  their  bodies  by  getting 
tattoos,  having  their  bodies  pierced, 
and  “stacking”  drugs  for  a macho 
appearance.  Physicians  need  to  be 
aware  of  the  extent  of  these  activities 
and  question  their  meaning  to  both 
individuals  and  society. 

Young  people  who  are  taking 
these  measures  think  they  are  doing 
something  new  and  harmless.  Even 
though  body  modification  has  a 
lengthy  historical  background,  the 
current  surge  of  interest  among 
youth  today  stretches  societal  norms 
and  involves  a variety  of  risks. 

Historical  background 

Alteration  of  the  human  body  has 
occurred  since  ancient  times.  The 
first  evidence  of  personal 
ornamentation  is  illustrated  in  the 
paintings  on  cave  walls  in  France 
and  Spain  and  shows  the 
representation  of  a human  wearing 
a goat’s  head.  These  drawings  date 
back  to  the  earliest  art  in  the 
Magdalenian  culture  of  the 
Pleistocene  epoch  40,000  to  10,000 
B.C.,  long  before  the  existence  of 
literate  man. 

Around  3000  B.C.,  the  Sumerians 
living  in  the  Fertile  Crescent  at  the 
confluence  of  the  Tigris  and 
Euphrates  Rivers  developed 
symbols  and  written  language.  This 
population  used  cosmetics,  precious 
stones,  and  imitation  of  precious 
materials  for  personal  decoration  (1). 
Consistent  with  man’s  simultaneous 
beautification  and  the  use  of  mind- 
altering  drugs,  the  Sumerians  also 
manufactured  drugs,  distilled  barley 
beer,  and  recognized  the 
psychological  effect  of  the  poppy 
called  hul  (joy)  gil  (plants)  (1,2). 

Tattooing  in  some  form  has  been 
noted  among  the  Thracians,  Greeks, 
Gauls,  ancient  Germans,  and  Britons. 
Body  embellishment  was  apparent 


when  Egyptian  mummies  from 
about  2000  B.C.  were  exhumed  (1). 
Many  ancient  body  adornment  rites 
have  been  preserved  by  populations 
in  areas  remote  from  the  influence 
of  civilization.  In  Egypt’s  Western 
Desert,  there  are  paintings  of 
human  ornamentation  on  temple 
walls,  including  a picture  of  an  old 
woman  from  Bahariys  oasis  wearing 
a quatrah  or  gold  nose  pendant 
overlying  a tattooed  chin  (3). 

Primitive  man  not  only  dyed 
clothes  but  also  did  body  painting. 
Body  markings  by  painting,  tattooing, 
or  scarification  served  to  cover  as 
well  as  decorate  the  body  (4). 
Brazil’s  Kreen-Azores,  who  until  the 
end  of  the  20th  century  did  not  know 
cloth,  have  tattooed  patterns  over 
the  entire  body  (5).  Fundamental 
garment  forms  of  rudimentary 
perfection  were  developed  from 
Magdalenian  culture  and  can  be 
seen  in  more  recent  age  on  the 
Wodaabe  “People  of  the  taboo” 
from  Niger  in  central  Africa  who 
also  paint  their  faces  and  add  other 
ornaments  (6).  Red  dye  was  made 
from  hematite;  yellow  and  blue 
from  the  weeds  roseda  luteola  and 
danewort  (4).  Tattoos  then  were  both 
practical  and  culturally  acceptable. 

Wax  and  wane  usage/methods 

The  cultural  status  of  body 
modification  has  waxed  and  waned 
throughout  the  ages.  Skin  markings 
have  not  always  reflected  art,  as  the 
Romans  scarified  criminals  and 
slaves.  Prisoners  from  Siberian  and 
Nazi  camps  were  similarly  labeled. 
Even  in  the  18th  century,  United 
States  and  British  deserters  and 
convicts  were  tattooed  (4). 

Body  modification  is  mentioned 
in  the  Bible.  “You  shall  not  make 
any  cuttings  in  your  flesh  on 
account  of  the  dead  nor  print  any 
marks  upon  you.”  (7).  With  the 
introduction  of  Christianity, 
tattooing  and  body  piercing  were 
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considered  “pagan  practices”  and 
were  forbidden  in  Europe. 
Nevertheless,  they  persisted  in  the 
near  East  and  elsewhere. 

“Tattooing  parlors”  were 
introduced  by  the  Japanese  and 
Polynesians  and  frequented  by  sailors. 
These  parlors  were  reintroduced  in 
Europe  and  flourished  in  the  U.S. 
and  in  port  cities  all  over  the  world. 
The  word  “tattoo”  derives  from 
“tatau”  which  reflects  the  high  status 
of  tattoos  as  an  art  form  in  the  Maori 
and  Polynesian  culture  (8).  The  word 
was  introduced  in  1796  by  James 
Cook  after  an  expedition  to  Tahiti. 

Non-professional  tattoos  have 
been  performed  in  the  distant  past 
and  recently  by  rubbing  pigment  on 
the  skin  and  introducing  it  into  the 
dermis  by  puncturing  or  scratching 
the  skin  (4).  The  current  trend  among 
school  children  is  to  draw  colors  on 
the  skin  and  poke  this  into  the 
dermis  with  a needle  or  sharp 
instrument  leaving  a permanent 
impression  (9). 

In  the  past,  Eskimo  and  Indian 
tribes  used  needle  and  thread 
drawn  through  soot  (10),  and  a 
miniature  rake  was  used  in 
Micronesia,  Polynesia,  and  Malaysia. 
In  New  Zealand,  curvilinear  patterns 
were  made  with  a chisel-like  bone 
instrument  called  an  adz.  In  Japan,  a 
wood  handle  was  added  to  the 
needle  and  in  Burma,  the  instrument 
was  pen-like.  Electric  tattooing  was 
introduced  in  the  U.S.  in  1891  (4), 
and  micropigmentation  has  now 
been  perfected.  Micropigmentation 
has  been  developed  both  as  a 
complex  art  form  and  one  with 
many  practical  applications  (11). 

Medicine  is  one  of  the  fields  in 
which  tattooing  has  several  uses. 
Following  breast  reconstructive 
surgery,  the  appearance  of  the 
areola  and  nipple  are  created  by 
tattooing  using  titanium  and  iron 
oxide  (12).  Sterile  india  ink  is  used 
to  indicate  colon  lesions  prior  to 
surgery  (13).  In  addition,  tattoos  can 
improve  repigmentation  for  patients 
who  have  suffered  severe  burns, 
and  van  der  Velden  has  described  a 
new  discipline,  dermatography,  a 
tattooing  technique  for  medical 
applications  (14). 


Historical/current  motivations 

Historically,  the  reasons  for 
tattooing  and  body  ornamentation 
have  included  indication  of  clan 
membership,  rank  or  status, 
promotion  of  vanity,  attraction  of 
the  opposite  sex,  frightening  the 
enemy  and  a magical  quality  of 
warding  off  illness  or  misfortune  (4). 
Tattooing  and  body  piercing  have 
been  used  in  a complimentary 
fashion,  although  there  is  far  less 
historical  precedent  for  body 
piercing,  especially  to  the  extent 
practiced  today  (15). 

Certain  cultures  in  Africa  and 
India  have  used  clitoridectomy 
presumably  to  decrease  promiscuity 
and  limit  relationships  to  members 
of  a sect.  There  are  Buddhists  and 
Hindus  in  India  and  Malaysia  who 
can  produce  trance-like  states  during 
which  the  subject  feels  no  pain  and 
is  comfortable  with  extensive  body 
piercing  as  if  anesthetized  (16). 

Today,  only  a few  of  the  Brazilian 
Txukahameis  (choo-kah-HAHM-eyes) 
wear  the  lip  disc.  With  this  wooden 
disc  worn  in  slit  lips,  faces  painted 
flaming  red,  and  feather  headdresses, 
tribe  members  terrorized  their 
cousins,  the  Kreen-Azores,  rubber 
trappers,  road  builders,  and  civilians 
(17).  Throughout  history  and  even 
now,  there  are  people  who  have 
used  self-mutilation  as  a form  of 
self-discipline  and  gratification. 

The  use  of  tattooing  as  an 
indication  of  clan  membership  has 
persisted.  Incarcerated  youth  often 
self-tattoo  to  create  a sense  of 
solidarity  with  their  peers.  This  type 
of  decoration  is  associated  with 
individuals  who  frequent  tattoo  shops, 
brothels,  bars,  and  participate  in  risky 
gang  activities.  Tattoos  have  been 
used  to  cover  I.V.  drug  tracks,  and 
motorcycle  and  other  gangs  utilize 
symbols  (18).  San  Jose,  Calif.,  is  said 
to  have  80  gangs  whose  members, 
ages  12-25,  have  tattoos  on  their 
faces,  necks,  arms  and  fingers  (8). 
Fraternities  are  now  using  tattoos  for 
identification  of  membership. 

A surge  of  interest  in  tattooing 
has  been  taking  place  among 
teenagers  and  children  in  the  U.S. 
and  Great  Britain  (19,20).  In  1994,  a 


study  showed  that  of  642  high 
school  students,  44  percent  either  had 
a tattoo  or  planned  to  get  one  (21). 
Among  juveniles,  the  enthusiasm  for 
tattooing  is  not  well  explained  and 
the  reasons  for  body  piercing  are 
even  less  understood.  Beyond  group 
membership,  decoration,  and 
indication  of  commitment,  Edgerton 
suggests  the  motivation  as  a need  to 
show  anti-establishment  beliefs  as 
well  as  bravery  through  subjugation 
to  pain.  He  also  suggests  that  people 
who  have  not  developed  an 
acceptable  self-identity  or  who  are 
unable  to  gain  recognition  in  other 
ways  may  do  so  with  tattoos  (22). 
This  theory  is  thoroughly  consistent 
with  observations  of  adolescents 
using  other  body  modifications. 

Adolescents  are  egocentric,  have 
great  concern  with  “body  image,” 
and  often  go  to  extremes  of  weight 
loss,  dyed  hair,  jewelry,  or  dress. 
They  wear  “grungy,”  short,  or 
old-fashioned  clothes  to  feel  good 
about  themselves  and  “belong”  with 
their  peers.  A survey  of  the  local 
population  suggests  that  teens  view 
body  modification  as  decorative  and 
deny  any  element  of  rebellious  or 
deviant  behavior.  Teens  say  that 
earrings  are  attractive,  pretty,  or 
“dressy,”  which  leads  them  to  want 
to  wear  seven  or  more  at  one  time. 
Some  young  people  pierce  body 
parts  as  part  of  a partnership 
agreement.  Two  adolescents  in  our 
clinic  explained  that  they  had  their 
tongues  pierced  because  a video 
they  were  watching  informed  them 
that  it  would  improve  fellatio. 

Currently  ear,  eyebrow,  and  facial 
piercing  may  be  an  attempt  at 
beautification.  Body  piercing  of 
tongue,  nipples,  navel,  or  genitalia 
exposes  and  exploits  sexuality. 

Such  body  modifications  are  highly 
antithetical  to  current  societal  norms 
and  are  consistent  with  young 
people’s  desire  to  alienate 
themselves  and  regress  to  more 
primitive  appearance  and  behavior. 
Adolescents  with  pierced  tongues 
seem  to  be  very  pleased  with 
themselves  for  being  able  to  defy 
society  and  shock  both  adults  and 
conservative  peers  with  a uniqueness 
which  is  neither  illegal  nor  immoral. 
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History  shows  that  various 
populations,  not  just  the  Sumerians, 
have  recurrently  tried  using  mind- 
altering  drugs.  During  the  20th 
century,  the  poor  and  uneducated 
who  are  unable  to  get  ahead,  the 
affluent  and  intelligent  reared  by 
indulgent  parents  and  unable  to 
endure  frustrations,  turn  to  the  use 
of  mind-altering  drugs  and  other 
forms  of  deviant  behavior  (1).  Like 
drugs,  body  modification  may 
liberate  unhappy  groups  from  the 
confines  of  a life  of  reason.  Such 
alienation  from  reality  is  expressed 
by  the  young  lady  who  at  age  15 
tells  me  in  just  one  sentence  that 
she  will  get  her  tongue  pierced  as 
soon  as  she  has  $35  for  the  stud, 
and  that  she  will  go  to  law  school 
and  become  a judge. 

Infections  and  adverse  effects 

Since  1969,  it  has  been  illegal  to 
tattoo  anyone  under  age  18  without 
parental  permission.  It  is  a concern 
that  most  adolescents  have  body 
modifications  performed  by  friends 
or  acquaintances  rather  than  in 
professionally  controlled  tattoo 
parlors.  Research  shows  that  over 
half  of  the  tattoos  acquired  by 
youngsters  are  done  impulsively 
without  parental  consent  and  are 
performed  by  amateurs  (23).  In 
addition,  research  indicates  that 
knowledge  of  the  risks  involved 
does  not  prevent  adolescents  from 
illicit  procedures  (24). 

Infections  from  body  piercing 
and  tattooing  pose  serious  problems, 
especially  if  procedures  are  done 
under  poorly  supervised  or  unsterile 
conditions.  Organisms  which  have 
been  reported  include  hepatitis  B, 
hepatitis  C (25),  T.  pallidum, 
papillomavirus,  M.  tuberculosis,  and 
human  immunodeficiency  vims 
(26-28).  Although  one  study  from 
Korea  found  no  association  of 
hepatitis  with  ear  piercing  or 
tattooing  (29),  other  research  points 
to  a strong  correlation  between  the 
presence  of  the  vims  with  such 
procedures.  In  fact,  hepatitis  C 
infection  from  tattooing  is  second  in 
incidence  only  to  acquisition  of  the 
vims  from  IV  dmg  abuse  (28). 


Toxic  shock  has  also  been 
reported  in  association  with 
tattooing  (30,31),  and  an  unreported 
case  of  subacute  bacterial 
endocarditis  occurred  in  a young 
male  with  repaired  congenital  heart 
lesion,  after  having  his  navel  pierced. 
In  addition,  tattooing  was  restricted 
in  New  York  City  in  1961  in  an 
effort  to  prevent  the  spread  of 
hepatitis  (4). 

Various  other  problems  have 
been  associated  with  tattooing. 
Adverse  reactions  to  an  MRI  among 
women  who  have  tattooed  eyeliner 
or  similar  types  of  cosmetic  injections 
have  been  well  documented. 
Magnetically-active  compounds  in 
the  eyeliner  or  other  tattooed  sites 
may  result  in  tissue  heat  and  injury 
and  may  also  distort  the  MRI  (32,33). 
Malignant  melanoma  has  been 
found  in  a tattoo  (34,35). 

Body  piercing  has  been 
associated  with  hypersensitivity  to 
cobalt,  nickel  (36)  and  gold  (37)  in 
school  children  as  well  as  adults 

(38) .  Ear  piercing  has  caused  other 
problems  such  as  keloid  formation 

(39)  or  embedded  earrings,  especially 
those  placed  with  spring-loaded 
guns  (40).  Rings  in  navel  or  genitalia 
may  be  associated  with  trauma  as 
well  as  infection  (25).  Piercings  can 
be  removed  and  the  openings  may 
scar  over;  but,  as  long  as  metal  rings 
are  present,  the  person  is  virtually 
self-committed  to  associate  with 
those  of  similar  lifestyle  (41). 

Adolescents  pay  a price  for 
tattoos  and  body  piercing.  The  cost 
of  a 2-inch  square  studio  tattoo  is 
stated  as  $35  to  $50.  Removal  is 
even  more  expensive,  running  as 
much  as  $1,000  to  $1,500  for  a small 
tattoo  (42,43),  and  some  youths 
may  resort  to  the  use  of  crude 
instruments  for  removal  (24).  Laser 
removal,  though  effective,  is  very 
expensive  (41),  and  color  tattoos 
require  special  techniques  (44,45). 
The  small  gold  studs  used  in 
pierced  tongues  cost  about  $35,  and 
the  cost  of  the  procedure  is  quite 
variable.  In  addition,  a hidden  cost 
may  be  employment  problems  (8) 
since  companies  may  be  reluctant 
to  hire  or  promote  individuals  with 
a form  of  body  modification. 


State  and  territorial  regulations  of 
tattooing  in  the  U.S.  have  been 
reviewed  (46).  The  AMA  has 
expressed  the  need  for  restriction  of 
tattooing  (47),  and  concern  has  also 
been  expressed  regarding  the  need 
for  professional  removal  (48).  In 
1993,  the  West  Virginia  State 
Legislature  passed  a bill  entitled 
“Tattoo  Studio  Business”  which 
contains  operating  standards  for 
records,  consent,  procedures, 
dyes/pigments,  sterilization 
(ultrasoniced  or  autoclaved),  as  well 
as  after  care.  The  bill  also  contains 
sections  on  Studio  Sanitation, 
Facilities/Equipment,  Waste 
Disposal , Registration/Inspection , 
and  Violation/Penalties  (49). 

The  Washington  Post  reported  that 
a 13-year-old  boy  had  a bulldog 
tattooed  on  his  chest  at  a flea 
market.  The  boy’s  mother  and  other 
concerned  parents  succeeded  in 
getting  local  regulations  and  in 
having  the  Maryland  State 
Legislature  consider  licensing  and 
parental  consent  for  tattooing  of 
minors  (50).  As  awareness  and 
supervision  of  tattooing  increase, 
the  newer  fad  of  body  piercing 
remains  unrestricted. 

Body  building 

Body  building,  when  carried 
beyond  healthful  standards,  is 
another  type  of  body  modification 
which  is  not  new,  harmless,  or 
inexpensive.  Young  people  now 
take  drugs  to  improve  sexual 
prowess,  provide  greater  energy, 
and  create  “ripped  muscles.” 
(“Ripped”  is  the  way  youth  describe 
the  body  that  is  so  well  developed 
that  each  muscle  stands  out  as  a 
separate  firm  bulk.) 

Historical  precedent  exists  for  the 
use  of  special  diets  while  training 
for  athletic  events.  In  700  B.C., 
participants  in  the  Olympic  Games 
consumed  dried  figs  and  the 
strongest  men  in  Greece  stuffed 
themselves  on  meat  (51). 

Although  mind-altering  drugs 
were  known  before  recorded  history, 
drugs  for  improvement  of  skills 
have  never  been  as  widely  used  as 
in  the  20th  century.  While  the  use 
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of  steroids  has  been  controlled, 
other  drugs  have  replaced  that 
mania.  “Tri-Chromaleane,”  a 
combination  of  chromium  with 
guarana,  ma  huang  ephedra,  and 
vanadyl  sulfate,  is  sold  as  an  anabolic 
steroid  substitute  (52).  Youngsters 
under  age  15  who  are  not  fully 
grown  and  often  not  eating 
properly,  squander  money  on  pills 
such  as  “Power”  or  “Blasting  Caps.” 
Soft  drinks  containing  herbs,  such 
as  guarana  (a  mild  stimulant  like 
caffeine),  are  consumed  by 
adolescents  as  aphrodisiacs. 

Ergogenic  aids  currently  in  use 
include  dihydroepiandrosterone 
(DHEA),  Josta  Cola,  Mini-thins 
(ephedrine),  Creatine,  and  Chromium. 
The  herbs  ginseng  and  Ginkgo 
biloba  are  also  popular.  A variety  of 
these  substances  are  marketed  in 
“fitness  magazines”  with  ads  which 
make  liberal  use  of  the  word  “free” 
and  encourage  “stacking”  (the  use 
of  multiple  drugs  with  different 
actions).  This  suggests  to  young 
people  that  no  limitations  need  to 
be  made  on  the  kind  or  number  of 
drugs  for  building  muscle.  Few 
individuals  realize  that  companies 
have  paid  out  millions  of  dollars  for 
fraudulent  claims,  yet  there  are  still 
at  least  600  advertised  body-building 
substances  on  the  market  (53). 

The  cover  of  the  book  “What  You 
Need  to  Know  About  DHEA  ” states 
that  it  is  a natural  hormone  which 
helps  fight  disease,  improves  mood 
and  energy,  boosts  sex  drive,  and 
influences  longevity  (53).  Deficiency 
of  DHEA  is  very  rare  and  subjecting 
the  body  to  excessive  amounts  may 
produce  virilization  or  hormone- 
sensitive  tumors  (54). 

The  vogue  is  to  use  Creatine  to 
improve  appearance  and  muscle 
performance.  Creatine  is  synthesized 
by  the  body  (liver,  pancreas,  and 
kidney)  from  glycine,  arginine,  and 
methionine,  and  is  directly  absorbed 
from  fish  and  meat  in  the  diet.  It  is 
stored  in  muscle  and  participates  in 
the  transfer  of  high-eneigy  phosphate 
via  the  ATP/ADP  cycle  for  energy 
utilization.  It  is  one  of  a group  of 
phosphagens  which  stabilize  the 
ATP  store  in  muscle  for  use  in 
glycolysis  (55). 


Manufacturers  may  claim  that 
creatine  provides  an  immediate 
energy  source,  buffers  H ion 
produced  by  lactic  acid,  and  carries 
energy  from  mitochondria  to  muscle 
for  use,  but  only  the  first  of  these 
statements  is  proven.  ATP  resynthesis 
depends  on  several  metabolic 
pathways  (55).  The  increase  in 
muscle  size  may  result  from  water 
retention  in  muscle  cells.  Intake  of  5 
grams  of  creatine  (1  tsp.),  five  times 
a day  results  in  a transient  two-minute 
improvement  in  muscle  energy. 

(This  is  just  long  enough  for  a 
runner  to  be  disqualified  for  lifting 
his  foot  off  the  mark  too  soon.) 

The  expense  of  a month’s  supply 
of  muscle  builder  might  be  $24-$35. 
Nevertheless,  if  one  drug  does  not 
give  satisfaction,  one  or  more 
additional  drugs  with  different 
modes  of  action  may  be  “stacked” 
to  produce  the  desired  muscle  size 
and  strength.  Multiple  drugs  can 
compound  side  effects. 

Drugs  and  nutritional  ergogenic 
aids  are  under  the  regulation  of  the 
FDA,  but  since  herbs,  trace  elements 
and  hormones  are  neither  considered 
drugs  nor  foods,  they  may  be 
marketed  with  minimal  or  no 
regulation.  Although  companies  can 
be  sued  for  false  claims,  there  may 
be  difficulties  in  disproving  claims. 

Conclusions 

The  use  of  body  decorations  and 
drugs  to  improve  appearance  and 
function  has  a long  history.  In  the 
present  culture,  enthusiasm  for  body 
modifications  at  an  increasingly  early 
age  increases  the  population 
involved  in  this  lifestyle.  Adolescents 
are  committing  these  risky  behaviors 
before  they  have  thought-out  the 
future  consequences  of  their  actions. 

Today’s  society,  with  limited 
employment,  restricted  funding  for 
afterschool  activity,  and  schools  too 
large  to  allow  everyone  to  participate 
in  sports  and  other  activities,  leaves 
limited  opportunity  for  young  people 
to  develop  self-esteem.  It  is  a sign 
of  serious  alienation  that  adolescents 
resort  to  risky  extremes  of  body 
modification  in  an  effort  to  develop 
a satisfactory  identity. 
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Abstract 

Closed  head  trauma  is  fairly 
common  in  our  industrialized  society. 
A small  percentage  of  affected 
patients  develop  traumatic 
intracranial  aneurysms,  which 
rupture  an  average  of  three  weeks 
following  injury  resulting  in  sudden 
neurological  deterioration.  The  case 
of  a patient  with  a traumatic 
aneurysm  is  presented  A high  index 
of  suspicion  is  necessary  to  diagnose 
these  lesions,  for  which  surgical 
treatment  is  recommended 


Introduction 

After  severe  closed  head  injury, 
delayed  neurological  deterioration 
occasionally  occurs  due  to  cerebral 
edema,  posttraumatic  hydrocephalus, 
seizures,  intracranial  infection,  chronic 
subdural  hematoma  formation,  and 
delayed  traumatic  intracerebral 
hemorrhage  (DTICH).  DTICH  may 
develop  secondary  to  bleeding  into 
an  area  of  brain  injury,  or  rupture  of 
a traumatic  aneurysm  (1,2). 

Traumatic  aneurysms  account  for 
less  than  1%  of  all  intracranial 
aneurysms  (3,4,5),  and  10%  of  the 
hemorrhages  they  produce  are 
intracerebral  (1).  This  article  describes 
a patient  who  developed  a traumatic 
aneurysm  subsequent  to  head  injury. 

Case  report 

A 1 4-year-old  male  was  involved 
in  a motor  vehicle  accident.  He  was 
unresponsive  at  the  accident  scene, 
and  was  intubated  by  emergency 
medical  personnel  and  transported 
to  Ruby  Memorial  Hospital  in 
Morgantown. 

Neurological  examination  on 
arrival  revealed  no  eye  opening, 
and  bilateral  withdrawal  to  pain. 
Computerized  tomography  (CT)  of 
the  head  showed  mild  generalized 
edema  with  small  contusions  of  the 
right  cerebral  peduncle  and  left 
frontal  lobe,  and  was  consistent 
with  diffuse  axonal  injury  (Figure  1). 

Other  injuries  included  a splenic 
laceration,  a left  pulmonary 
contusion,  and  a type  II  odontoid 
fracture.  An  intracranial  pressure 
(ICP)  monitor  was  placed,  and  the 
pressure  remained  normal.  The  spinal 
injury  was  treated  with  a halo  brace. 

He  gradually  improved  and  began 
to  localize  to  pain.  Seven  days  after 
admission  he  was  extubated  and 
remained  stable  until  postinjury  day 
20  when  he  suffered  a sudden 
respiratory  arrest. 


trauma  due  to 


On  examination,  he  exhibited 
decerebrate  posturing.  An  emergency 
CT  revealed  a new  3 cm  hematoma 
which  involved  the  left  frontal  lobe 
and  the  genu  of  the  corpus 
callosum,  with  associated 
intraventricular  extension  and 
hydrocephalus  (Figure  2). 

A ventriculostomy  was  inserted, 
and  cerebrospinal  fluid  drainage 
was  used  to  normalize  the  ICR  He 
improved  over  the  next  few  hours, 
with  spontaneous  eye  opening  and 
withdrawal  to  pain.  Cerebral 
arteriography  was  obtained  which 
demonstrated  an  aneurysm  of  the 
distal  left  pericallosal  artery  (Figure  3). 

The  following  day  he  was  taken 
to  surgery.  A left  frontal  craniotomy 
with  interhemispheric  approach 
exposed  the  aneurysm.  It  was 
surrounded  by  a fibrotic  mass. 
During  dissection,  intraoperative 
rupture  occurred  which  was  quickly 
controlled  with  temporary  clip 
application  to  proximal  and  distal 
vessels.  This  allowed  complete 
exposure  of  the  irregular,  friable 
aneurysm.  There  was  enough  firm 
tissue  at  the  neck  to  allow  clipping 
with  preservation  of  the  parent 
vessel  (Figure  4).  The  intracerebral 
and  intraventricular  blood  was  then 
evacuated. 

This  patient  gradually  improved 
after  surgery,  reaching  a Glasgow 
Coma  Scale  score  of  10,  including 
the  ability  to  localize  to  pain.  One 
month  following  surgery  he  was 
transferred  to  a local  rehabilitation 
hospital.  He  later  developed 
hydrocephalus  requiring  a 
ventriculoperitoneal  shunt,  and 
posttraumatic  seizures  treated  with 
anticonvulsant  therapy. 

At  his  follow-up  appointment  18 
months  after  surgery,  this  patient 
was  alert,  mildly  confused,  speaking 
in  complete  sentences,  walking 
without  assistance,  and  receiving 
home  tutoring.  He  has  since  moved 
out  of  state. 
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Figure  1.  Unenhanced  axial  CT  scan  at  the  level  of 
the  corpus  callosum  shows  a small  amount  of 
subarachnoid  hemorrhage  (arrow)  and  moderate 
right  frontal  lobe  edema  with  mass  effect  on  the 
lateral  ventricle. 


Figure  2.  Unenhanced  axial  CT  scan  (obtained  at  a 
similiar  level  as  in  Figure  1)  demonstrates  an 
intracerebral  hemorrhage  within  the  genu  of  the 
corpus  callosum  extending  into  the  left  frontal  lobe, 
and  intraventricular  hemorrhage. 


Figure  3.  Lateral  projection  from  arterial  phase  of  the 
cerebral  angiogram  reveals  a 1 cm  irregular  aneurysm 
arising  from  the  proximal  pericallosal  artery. 


Figure  4.  Intraoperative  photograph  showing  the 
aneurysm  (arrow)  with  the  clip  occluding  its  neck. 
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Discussion 

In  1990,  366,000  patients  were 
hospitalized  in  the  U.S.  for  traumatic 
brain  injury  (6).  Traumatic  intracranial 
aneurysms  occur  in  only  a small 
proportion  of  these  individuals, 
making  up  less  than  1%  of  all 
aneurysms  (3,4,5). 

Traumatic  intracranial  aneurysms 
are  relatively  more  common  in 
children.  Approximately  one-fourth 
of  reported  cases  occur  in  those 
aged  18  years  or  less,  whereas  only 
2%  of  all  intracranial  aneurysms 
present  during  childhood  (3). 

The  most  frequent  cause  of  these 
aneurysms  is  closed  head  injury. 
Over  half  of  these  patients  have  an 
associated  skull  fracture,  and  a 
similar  proportion  have  an  altered 
level  of  consciousness  due  to  the 
head  trauma  (4,7-9). 

The  movement  of  the  brain 
within  the  cranial  vault  at  impact 
may  cause  stretching  and  tearing  of 
cerebral  vessels  (1-4,7-15).  The 
supraclinoid  internal  carotid  artery 
may  be  stretched  at  its  dural 
entrance  or  against  the  anterior 
clinoid  process.  The  distal  anterior 
cerebral  artery  may  be  damaged 
against  the  edge  of  the  falx,  while 
the  tentorial  edge  can  disrupt  the 
posterior  cerebral  artery.  Middle 
cerebral  artery  injuries  occur  in 
relation  to  the  sphenoid  ridge  and 
superficial  cortical  arteries  are 
damaged  under  skull  fractures.  Half 
of  all  traumatic  aneurysms  occur  on 
peripheral  branches  of  the  middle 
cerebral  artery  (8). 

Penetrating  cranial  injuries  may 
produce  direct  arterial  trauma 
leading  to  aneurysm  formation. 
Aarabi  found  traumatic  aneurysms 
in  3-6%  of  cases  primarily  injured  by 
schrapnel  in  the  Iran-Iraq  war  (16). 
The  incidence  has  been  found  to  be 
10%  following  knife  wounds  to  the 
head  (17). 

Most  of  these  lesions  are  false 
aneurysms  as  was  the  one  in  our 
patient.  Following  complete 
disruption  of  the  arterial  wall,  a 
hematoma  forms  external  to  the 
vessel,  and  a false  lumen  develops. 
True  aneurysms  also  occur  in  which 
the  intima,  internal  elastic  lamina, 


and  possibly  the  media  are  torn 
which  weakens  the  vessel  wall 
allowing  aneurysmal  dilation.  Mixed 
forms  are  created  when  a true 
aneurysm  ruptures  and  a false  one 
forms  outside  it  (1,3,7-12,15,18). 

Following  blunt  cranial  trauma, 
this  diagnosis  should  be  suspected 
if  a hematoma  is  present  in  an 
unusual  location  or  near  a bony 
prominence  or  dural  edge,  if 
excessive  subarachnoid  hemorrhage 
is  present,  or  if  a delayed  cranial 
nerve  deficit  or  intracerebral 
hemorrhage  occurs  (3-5).  For 
penetrating  injuries,  an  entrance  site 
near  the  pterion  is  associated  with  a 
higher  chance  of  arterial  damage  (16). 
Also,  if  an  intracerebral  hematoma  is 
produced  and  the  missile  crosses 
the  midline,  an  aneurysm  should  be 
suspected  (16). 

Definitive  diagnosis  is  made  with 
angiography.  A traumatic  aneurysm 
appears  as  irregular  dilation  of  a 
cerebral  artery  generally  unrelated 
to  a branching  point  (4,5,7,9,11).  They 
are  frequently  found  on  peripheral 
vessels,  and  show  late  filling  and 
delayed  emptying  of  contrast. 

Many  traumatic  aneurysms  may 
remain  undiscovered  since 
angiography  is  no  longer  frequently 
performed  following  head  injury. 

In  fact,  in  the  years  since  the 
introduction  of  CT  the  early 
diagnosis  of  traumatic  aneurysms 
has  decreased  (4,5,9).  The  rate  of 
rupture  is  thus  difficult  to  determine, 
but  intracranial  hemorrhage  is  the 
most  common  means  of 
presentation.  Aneurysmal  bleeding 
occurs  an  average  of  21  days  after 
injury  (4,5,7,8,10).  Once  rupture  has 
occurred  the  prognosis  is  poor,  with 
a 50%  mortality  rate  (4,5,7,9,16,18). 

Conservative  management  is 
associated  with  a high  mortality  and 
surgical  treatment  improves  the 
outcome.  Fleischer  found  that  patients 
treated  non-surgically  had  a 41% 
mortality  rate,  and  18%  if  surgery 
was  performed  (8).  Most  aneurysms 
are  friable  without  a discrete  neck, 
and  occlusion  of  the  parent  vessel  is 
often  necessary.  For  proximally- 
situated  lesions,  preliminary 
extracranial-intracranial  arterial 
bypass  may  be  required  (1,4,5,10,19). 


Conclusion 

Head  injury  is  frequent  in  the  U.S. 
and  some  of  these  patients  will 
develop  neurological  deterioration 
several  days  to  weeks  later.  Bleeding 
from  a traumatic  aneurysm  can 
cause  the  patients’  condition  to 
worsen  as  our  case  report  illustrates. 

Since  this  is  an  uncommon  lesion, 
suspicion  must  be  maintained  to 
make  the  diagnosis.  If  discovered, 
prompt  surgical  treatment  is  critical. 
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Abstract 

This  article  illustrates  the 
diagnosis  and  management  of 
renal  trauma  by  presenting  a 
case  of  a 30-year-old  male  who 
suffered  a right  renal 
contusion/laceration  after  a 
running  accident.  Based  on  our 
patient's  outcome,  we  discuss 
the  role  of  imaging  studies  in 
diagnosing  renal  trauma  and 
assess  the  treatment  methods 
which  are  utilized 


Case  report 

A 30-year-old  man  suffered  a right 
renal  contusion/laceration  after  he 
fell  while  running.  He  went  to  the 
ER  a few  hours  after  his  injury  due 
to  persistent  hematuria. 

An  abdominal/pelvis  CT  scan 
showed  a large  renal  contusion/ 
laceration  of  the  lower  pole  of  the 
right  kidney;  grade  II-III  (Figure  1). 
His  physical  exam  was  unremarkable 
and  vital  signs  were  stable  with  an 
admission  hemoglobin  of  8.0  g per/dl. 

He  was  treated  with  bedrest, 
intravenous  hydration  and  serial 
hemoglobins,  and  kept  NPO.  He 
remained  stable  with  hemoglobin 
unchanged  until  the  fourth  day  after 
admission  when  it  dropped  to  six 
grams  over  24  hours.  He  was  given 
two  units  of  packed  red  blood  cells; 
but  his  hemoglobin  continued  to  fall 
over  the  next  24  hrs.  The  next  day,  it 
was  7gm/dl  and  the  following  day  it 
remained  the  same.  He  did  not 
develop  hypotension  or  tachycardia. 


The  increasing  hematuria  on  his 
fourth  day  after  admission  led  to 
clot  retention  despite  having  a No.  20 
Foley  catheter  in  place.  This  initially 
resolved  with  continuous  bladder 
irrigation  until  the  sixth  day  after 
admission  when  he  again  developed 
retention  despite  irrigations.  CT  scan 
showed  the  right  renal  contusion/ 
laceration  to  be  stable  (Figure  2). 
However,  a large  (7x8  cm)  clot 
was  noted  in  the  bladder  (Figure  3). 

He  was  taken  to  surgery  for  clot 
evacuation  and  right  renal 
exploration.  After  attempted 
cystoscopic  clot  removal  was 
unsuccessful,  open  cystostomy  was 
performed  and  a large  clot  removed. 
Next,  a midline  incision  was  made 
and  the  right  kidney  and 
retroperitoneum  was  explored.  A 
large  laceration  was  found 
extending  through  the  hilum,  along 
with  avulsion  of  the  lower  pole  of 
the  kidney.  Two  liters  of 
retroperitoneal  hematoma, 
extending  from  the  right  kidney 


Figure  1.  CT  scan  showing  large  renal  contusion/laceration  of  the  lower 
pole  of  the  right  kidney;  grade  n-m. 
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Discussion 


This  case  is  reviewed  for  several 
reasons.  First,  the  CT  scans 
underestimated  the  extent  of  the 
injury.  Second,  it  is  rare  to  find  a 
renal  laceration  so  severe  as  to 
cause  bladder  clot  retention  and 
require  a cystotomy  to  evacuate  the 
clot.  Third,  the  case  is  unusual  in 
that  the  severe  injury  was  isolated  to 
the  kidney  (i.e.  no  other  organ 
involvement  such  as  liver,  bowel  or 
spleen).  In  addition,  he  remained 
stable  and  did  not  suffer  from 
excessive  blood  loss  until  four  days 
after  injury. 

In  an  injury  this  severe,  one 
usually  sees  significant  hemorrhage 
that  requires  operative  intervention 
early  on.  Had  we  chosen  to  treat 
the  patient  on  CT  findings  alone, 
we  would  have  missed  a Grade  IV 
renal  injury  with  possible 
detrimental  consequences. 

The  objectives  of  managing  renal 
trauma  include  prompt  treatment  of 
shock  from  hemmorhage  and 
defining  the  injury  by  CT  scan.  CT 
scan  is  used  to  stage  renal  injuries 
because  it  provides  clear  definition 
of  parenchymal  lacerations, 
delineates  the  extension  of  peri-renal 
hematoma,  and  identifies 
extravasation  and/or  any  other 
organ  damage  (2, 3, 4, 5). 

Staging  of  renal  trauma  allows  a 
systematic  management  approach  (6). 
Grade  I-II  renal  injuries  account  for 
85  percent  of  renal  trauma  and 
usually  resolve  spontaneously  with 
bed  rest  and  hydration  (7,8).  Grade 
III-IV  injuries  are  also  treated 
conservatively  and  require  only 
surgical  intervention  when  associated 
with  persistent  bleeding;  urinary 
extravasation  and/or  presence  of 
non-viable  renal  parenchyma  (9,10). 
Grade  V trauma  (including  disruption 
of  the  renal  hilum)  requires  prompt 
intervention.  Fortunately,  it  accounts 
for  less  than  five  percent  of  all  renal 
injuries  (11). 

In  our  patient’s  case,  the  CT  scans 
revealed  a Grade  II  right  renal 
laceration  and  the  patient  was 
therefore  managed  conservatively. 
However,  since  he  began  bleeding 
again  on  the  fourth  day  after 


Figure  2.  CT  scan  showing  the  renal  contusion/laceration  to  be  stable. 


Figure  3-  A large  clot  is  revealed  in  the  bladder. 


down  into  the  pelvis,  was 
evacuated.  These  findings  were 
much  more  extensive  than  those 
depicted  by  the  CT  scans.  A right 
nephrectomy  was  performed. 

Postoperatively,  the  patient  did 
well;  he  was  immediately  extubated 
and  he  had  an  uneventful  course. 
His  hemoglobin  remained  stable 
and  he  was  tolerating  a regular  diet 


by  the  third  day  after  surgery.  He 
had  a persistent  leukocytosis, 
however,  a complete  workup 
revealed  no  infectious  process,  so  it 
was  attributed  to  a resolving 
retroperitoneal  hematoma. 

He  was  discharged  eight  days 
after  surgery,  and  at  his  last  follow-up 
appointment  he  did  not  report 
experiencing  any  problems. 
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admission  (severe  enough  to 
develop  clot  retention),  abdominal 
exploration  was  performed. 
Intraoperative  findings  revealed 
injuries  consistent  with  Grade  IV-V 
renal  contusion  with  a laceration 
extending  through  the  renal  pelvis, 
requiring  nephrectomy.  This  severe 
injury  was  not  seen  on  the  CT 
scans,  and  if  the  patient  had  not 
re-bled,  a significant  injury  may 
have  been  missed.  He  would  have 
suffered  from  late  complications  such 
as  urinoma,  hydronephrosis, 
arteriovenous  fistula,  or  renal 
vascular  hypertension  (12). 

Our  suspicion  of  severe  renal 
injury  led  to  prompt  surgical 
intervention,  thus  saving  this  patient 
from  long-term  complications.  We 
present  this  case  as  a lesson  to  be 
gained  regarding  treatment  of 
patients  based  on  CT  scan  findings. 
In  this  day  and  age  of  advanced 
technology,  it  is  easy  to  overlook 
the  patient  and  treat  only  on  the 
bases  of  x-ray  findings  and 
laboratory  values.  This  is  a reminder 
that  tests  have  their  limitations.  But 
they  should  be  used  only  in 
combination  with  a full  history  and 
physical  examination. 


The  treatment  of  major  blunt 
renal  trauma  remains  controversial 
with  opinion  divided  between  those 
who  favor  expectant  management 
and  those  who  favor  surgical 
exploration.  The  goals  of  any 
treatment  is  to  assure  patient  safety 
while  simultaneously  preserving 
renal  function.  From  this  case,  we 
conclude  that  surgical  exploration 
should  be  reserved  for  continued 
bleeding  or  those  patients  who 
become  unstable. 
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M'liTflTfr  it  rr 


General  News 


Second  Session  to  focus  on  controversies  about 
single  vessel  coronary  artery  disease,  life  support 


The  Second  Session  at  this  year’s 
WVSMA  Mid-Winter  Clinical 
Conference  in  Charleston  at  the 
Charleston  House  - Holiday  Inn,  will 
highlight  “Controversies  in  Medicine.  ” 

Set  for  Saturday,  January  17  at 
9 a.m.,  this  session  will  begin  with 
lectures  about  the  differing  views  of 
how  to  treat  single  vessel  coronary 
artery  disease.  The  first  presentation 
will  be  “ Minimally  Invasive  Direct 
Coronary  Artery  Bypass  Procedure” 
by  M.  Zafrullah  Khan,  M.D.,  a 
clinical  professor  of  thoracic/ 
cardiovascular  surgery  at  the  WVU 
School  of  Medicine,  Charleston 
Division.  Following  Dr.  Khan’s  talk, 
Stafford  Warren,  M.D.,  who  is  a 
clinical  professor  of  medicine  at 
both  the  WVU  and  Marshall 
University  Schools  of  Medicine,  will 
offer  his  opposing  viewpoint  entitled 
“In  Favor  of  Angioplasty.  ” A third 
opinion  on  “ Conventional  Medical 
Therapy”  WA  be  delivered  by  Robert 
C.  Touchon,  M.D.,  a professor  of 
medicine  and  physiology  at  MU. 

After  a brief  break,  this  session 
will  convene  with  two  lectures  about 
“Responding  to  Patient-Family 
Requests  for  Inappropriate  Use  of 
Life  Support.  ’’The  first  talk  on  the 
Practical  Approach  ” will  be  made 
by  Alvin  H.  Moss,  M.D.,  director 
of  the  Center  for  Health  Ethics  and 
Law  at  WVU  in  Morgantown.  His 
colleague,  Jacqueline  J.  Glover, 
Ph.D.,  the  associate  director  of  the 
Center  for  Health  Ethics,  will  then 
speak  on  “Ethical,  Legal  and  Policy 
Implications.  ” 

Bios  on  these  speakers  appear  at 
right  and  more  details  about  the 
conference  can  be  found  in  General 
News  and  on  pages  328-332.  For 
more  information  about  the  meeting, 
call  the  WVSMA  at  (304)  925-0342. 


Warren  Touchon 


Speakers  highlighted 

Dr.  Khan  is  a native  of  India  who 
received  his  medical  degree  from 
King  Edward  Medical  College  in 
Lahore,  Pakistan  in  1962.  He  then 
served  as  senior  house  surgeon  at 
King  Edward  until  the  following 
year  when  he  came  to  the  U.S.  for  a 
rotating  internship  at  Maryland 
General  Hospital  in  Baltimore. 

After  his  internship,  Dr.  Khan  did 
a residency  and  served  as  the  chief 
resident  in  general  surgery  at  Mercy 
Hospital  in  Baltimore.  In  1968,  he 
joined  the  faculty  of  the  Emory 
University  School  of  Medicine  and 
Affiliated  Hospitals  in  Atlanta  as  a 
resident  in  thoracic/cardiovascular 
surgery.  Two  years  later,  he  became 
an  instructor  at  Emory,  where  he 
taught  until  December  1992  when 
accepted  a post  at  the  State  University 
of  NY,  Upstate  Medical  Center  in 
Syracuse  as  a clinical  instructor  in 
thoracic/cardiovascular  surgery. 

Dr.  Khan  moved  to  Charleston  in 
1974  to  practice  cardiovascular/ 
thoracic  surgery  at  CAMC.  He  has 
been  on  the  faculty  of  the  WVU 
School  of  Medicine,  Charleston 
Division  since  1978,  and  currently 
serves  as  a clinical  professor. 


Moss  Glover 


Dr.  Kahn  is  board  certified  by  the 
American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery, 
and  is  a fellow  of  the  American 
College  of  Surgeons,  the  Society  of 
Thoracic  Surgeons,  the  American 
College  of  Chest  Physicians  and  the 
American  College  of  Cardiology. 

Dr.  Warren  was  born  in  New 
York  City  and  received  his  medical 
degree  from  the  University  of 
Rochester  School  of  Medicine  in 
1969-  He  finished  his  internship  and 
residency  at  University  Hospitals  of 
Cleveland,  and  then  completed  a 
fellowship  in  cardiology  at  Duke 
University  Medical  Center. 

After  his  fellowship,  Dr.  Warren 
moved  to  Charleston  to  become  an 
assistant  clinical  professor  of  medicine 
at  WVU,  Charleston  Division.  He 
was  elevated  to  associate  professor 
status  in  1977,  and  in  1981,  assumed 
his  current  post  as  a clinical 
professor  of  medicine.  In  addition, 
Dr.  Warren  has  been  a clinical 
professor  of  medicine  at  the 
Marshall  University  School  of 
Medicine  since  1990,  and  he  practices 
with  Charleston  Cardiology  Group. 

A fellow  of  the  American  College 
of  Cardiology,  Dr.  Warren  serves  on 
the  board  of  directors  of  the  WV 
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Affiliate  of  the  American  Heart 
Association.  He  has  held  a variety  of 
medical  staff  positions  at  CAMC 
including  medical  director  of  the 
CCU  and  MICU. 

Dr.  Touchon  earned  his  M.D.  from 
Saint  Louis  University  in  St.  Louis  in 
1965.  He  did  residencies  in  internal 
medicine  at  Santa  Barbara  General/ 
Cottage  Hospitals  in  Santa  Barbara 
and  at  the  University  of  Pennsylvania. 

After  his  residencies,  Dr.  Touchon 
was  a fellow  in  clinical  cardiology  for 
a year  at  Saint  Vincent  Hospital  at  the 
University  of  Southern  California.  He 
then  completed  a fellowship  in 
cardiology  research  at  the  University 
of  California  at  Los  Angeles. 

In  1970,  Dr.  Touchon  joined  the 
U.S.  Air  Force  and  served  for  two 
years  as  a medical  corp  flight  surgeon, 
as  well  as  the  director  of  the 
catherization  lab  and  chief  of  the 
cardiopulmonary  research  function  at 
Brooks  Air  Force  Base  in  Texas. 

During  this  time,  he  also  taught 
physiology  and  medicine  at  the 
University  of  Texas  Medical  School  in 
San  Antonio. 

Following  his  military  service,  Dr. 
Touchon  returned  to  California  to 
accept  a position  as  medical  director 
of  the  Cardiac  Diagnostic  Institute  in 
Fullerton.  In  1974,  he  was  named 
director  of  cardiac  rehabilitation  at  the 
institute,  and  in  addition  became 
director  of  coronary  care  at  Anaheim 
Memorial  Hospital  in  Anaheim.  From 
1975-77,  Dr.  Touchon  held  a variety  of 
management  roles  at  the  two  facilities 
and  was  a clinical  instructor  of 
medicine  at  the  University  of 
California  at  Irvine. 

In  1978,  Dr.  Touchon  relocated  to 
Colorado  to  become  director  of 
intensive  care  at  Mercy  Medical  Center 
in  Durango,  where  he  also  later 
served  as  chief  of  medicine.  Four 
years  later,  he  moved  to  Huntington  to 
accept  his  current  posts  as  chief  of 
cardiovascular  medicine  at  the 
Marshall  University  School  of 
Medicine  and  chief  of  cardiology  at 
the  VA  Medical  Center.  In  addition, 
since  1985  Dr.  Touchon  has  been  a 
professor  of  medicine  and  physiology 
at  MU,  and  since  1988  he  has  been 
director  of  cardiac  rehabilitation  at 
Cabell  Huntington  Hospital. 


Dr.  Moss  is  a practicing  internist 
and  nephrologist,  who  developed 
an  interest  in  medical  ethics  as  a 
result  of  his  work  in  renal  dialysis 
and  transplantation.  He  is  currently 
director  of  the  Center  for  Health 
Ethics  and  Law  at  WVU,  where  he 
is  also  a professor  of  medicine  and 
director  of  the  Bioethics  Program. 

Dr.  Moss  has  been  a participant  in 
the  National  Leadership  Training 
Program  for  Physicians  in  Clinical 
Medical  Ethics  at  the  University  of 
Chicago  supported  by  the  Pew 
Charitable  Trusts  and  the  Henry  J. 
Kaiser  Family  Foundation.  He  serves 
as  chairman  of  the  Hospital  Ethics 
Committee  at  WVU  Hospitals  and  is 
the  executive  director  of  the  WV 
Network  of  Ethics  Committees. 

A member  of  the  Guardianship 
Task  Force  of  the  WV  Department 
of  Health  and  Human  Resources, 

Dr.  Moss  chaired  the  committee  that 
drafted  the  Health  Care  Surrogate 
Act  of  1993  and  the  Do  Not 
Resusitate  Act.  His  research  interests 
include  the  use  of  life-sustaining 
treatment,  advance  care  planning, 
and  narrative  ethics. 


Dr.  Glover  received  a B.A.  degree 
in  philosophy  and  religion  from  the 
UNC  in  Wilmington  in  1977.  She 
then  became  a research  assistant  at 
the  Kennedy  Institute  of  Ethics  at 
Georgetown  University  in 
Washington,  D.C.,  and  began 
working  on  her  Ph.D.  in  philosophy 
with  a concentration  in  bioethics. 

In  1984,  Dr.  Glover  relocated  to 
Chicago  to  teach  medical  humanities 
at  the  Loyola  University  Stritch  School 
of  Medicine.  Two  years  later,  she 
returned  to  Georgetown  where  she 
completed  her  doctorate  and  joined 
the  faculty  as  an  associate  professor 
of  health  care  sciences  and  as  an 
associate  professor  of  health  care 
sciences.  In  addition  to  teaching  at 
Georgetown,  Dr.  Glover  directed  the 
Program  in  Bioethics  and  was  a 
fellow  in  the  Center  for  Health  Policy. 

This  summer,  Dr.  Glover  accepted 
her  present  role  as  an  associate 
professor  of  medicine  and  pediatrics 
at  the  Robert  C.  Byrd  Health  Sciences 
Center  of  WVU  in  Morgantown, 
where  she  also  serves  as  the  associate 
director  for  the  Center  for  Health 
Ethics  and  Law. 


Physician/Public  Session  panel  to  discuss 
for-profit,  not-for-profit  and  public  hospitals 


At  this  year’s  WVSMA  Mid-Winter 
Clinical  Conference,  the  Physician/ 
Public  Session  on  Friday,  January  16 
at  7 p.m.,  will  focus  on  “For-Profit, 
Not-For-Profit  and  Public  Hospitals.  ” 
Panelists  for  this  session  will 
include  Bruce  McClymonds, 
president  of  WVU  Hospitals;  Patsy 
Hardy,  chief  executive  officer  of 
Putnam  General  Hospital  in 
Hurricane;  and  Robert  L.  Savage, 
executive  vice  president  and  chief 
operating  officer  of  Camcare. 

McClymonds  was  named 
president  of  WVU  Hospitals  in 
January  1997,  after  serving  as 
executive  vice  president  for  two 
years.  Prior  to  this,  he  had  been  in 
charge  of  financial  operations  for 
WVU  Hospitals  for  seven  years. 

Hardy  has  been  chief  executive 
officer  of  Putnam  General  Hospital 
since  July  1996.  She  has  21  years  of 


McClymonds  Savage 


experience  in  management/operations 
in  health  care  delivery  systems. 

Savage  began  his  employment 
with  CAMC  in  1983,  and  he  has  held 
the  positions  of  vice  president/ 
administrator  at  the  Memorial 
Division,  and  senior  vice  president 
and  executive  vice  president  for 
hospital  operations,  before  assuming 
his  current  post  as  executive  vp  and 
COO  of  Camcare. 
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Screening  of  malignancies  to  be  topic  for  Third  Session 


The  Third  Scientific  Session  at  this 
year’s  WVSMA  Mid-Winter  Clinical 
Conference  will  feature  three 
lectures  concerning  the  “Screening 
of  Common  Malignancies.  ” 

This  session  will  take  place  on 
Saturday,  January  18  at  1:30  p.m.  at 
the  Charleston  House  - Holiday  Inn, 
the  site  for  all  Mid-Winter  meetings. 
Speakers  will  include  Gretchen  E. 
Oley,  M.D.,  professor  of  medicine 
at  the  Marshall  University  School  of 
Medicine;  and  two  MU  assistant 
professors  of  medicine  Arif  A.  Aziz, 
M.D.,  and  Mark  J.  Zawodniak,  M.D. 
Dr.  Oley  will  discuss  “Screening  for 
Breast  Cancer;  ” Dr.  Aziz  will  talk 
about  “Screening  for  Cancer  of  the 
Gastrointestinal  Tract;  ” and  Dr. 
Zawodniak  will  lecture  about 
“Screening  for  Prostate  Cancer.  ” The 
moderator  for  this  session  will  be 
Maurice  A.  Mufson,  M.D.,  F.A.C.P., 
professor  and  chairman  of  the 
Department  of  Medicine  at  Marshall. 

Dr.  Oley  received  a B.S.  degree 
from  Pennsylvania  State  University 
and  an  M.A.  degree  in  political 
j,  science  before  earning  her  M.D. 

* from  Marshall  in  1982.  After  finishing 
t an  internship  and  residency  in 
£ internal  medicine  at  MU,  she  was 
1 named  an  assistant  professor  of 
medicine  and  section  chief  of  general 
medicine  in  the  Department  of 
Medicine,  a post  she  still  holds  today. 

In  addition  to  serving  as  section 
chief  of  general  medicine,  Dr.  Oley 
is  currently  a professor  of  medicine 
and  vice  chair  of  the  Department  of 
Internal  Medicine  at  Marshall.  She  is 
president-elect  of  the  medical  staff 
at  Cabell  Huntington  Hospital,  and 
is  on  the  staffs  at  St.  Mary’s  Hospital, 
the  VA  Medical  Center,  Wayne 
Continuous  Care  Nursing  Home  and 
Presbyterian  Manor  Nursing  Home. 

A diplomate  of  the  American  Board 
of  Medical  Examiners  and  the 
American  Board  of  Internal  Medicine, 
Dr.  Oley  is  very  active  on  many 
committees  at  Marshall  and  presently 
serves  as  faculty  advisor  to  the  MU 
Student  Branch  of  the  American 
Medical  Women’s  Association. 


Oley  Zawodniak 


Dr.  Aziz  is  a 1986  graduate  of 
Dow  Medical  College  in  Pakistan. 
After  completing  internships  in 
general  surgery,  cardiology  and 
internal  medicine  at  Civil  Hospital  in 
Karachi,  Pakistan,  Dr.  Aziz  remained 
in  Karachi  to  do  an  internal  medicine 
residency  at  Aga  Khan  University. 

In  1991,  Dr.  Aziz  came  to  the  U.S. 
for  a residency  in  internal  medicine 
at  the  State  University  of  New  York 
at  Buffalo,  where  he  also  completed 
a fellowship  in  gastroenterology.  Dr. 
Aziz  moved  to  Huntington  in  1993 
to  assume  one  of  his  current  posts 
at  the  VA  Medical  Center  as  chief  of 
the  Section  of  Gastroenterology. 


The  next  year,  Dr.  Aziz  took  on 
additional  duties  at  the  VA  as  director 
of  the  GI  Lab,  and  he  was  named  to 
his  other  present  post  as  an  assistant 
professor  of  medicine  at  Marshall 
University.  He  is  a diplomate  of  the 
American  Board  of  Internal  Medicine 
and  the  American  Board  of 
Gastroenterology,  and  is  a member  of 
the  American  College  of  Physicians. 

Dr.  Zawodniak  was  born  in 
Chicago  and  earned  his  medical 
degree  from  Abraham  Lincoln 
School  of  Medicine  at  the  University 
of  Illinois  in  1980.  He  completed  a 
residency  in  internal  medicine  at 
Southern  Illinois  University  School 
of  Medicine  and  Affiliated  Hospitals 
in  June  1983  and  went  to  work  in 
Roxboro,  N.C.,  for  the  National 
Health  Service. 

In  1990,  Dr.  Zawodniak  relocated 
to  Mattoon,  111.,  where  he  went  into 
private  practice  for  a year  then 
joined  the  staff  of  Carle  Clinic 
Associates.  Six  years  later,  Dr. 
Zawodniak  accepted  his  current 
position  as  an  assistant  professor  at 
the  MU  School  of  Medicine. 


WVMI  names  new  medical  director; 
plans  seminar  to  be  held  at  Mid- Winter 


WVMI  welcomed  George  Pickett, 
M.D.,  M.P.H.,  as  its  new  medical 
director  on  December  1. 

Before  coming  to  WVMI,  Dr. 
Pickett  was  senior  lecturer  at  the 
University  of  Wales  College  of 
Medicine  and  an  honorary 
consultant  in  public  health 
medicine  for  the  Welsh  Clwyd  and 
Gwynedd  Health  Authorities. 

During  his  career,  Dr.  Pickett  has 
served  as  the  director  of  the  health 
departments  of  Detroit  and  Wayne 
County,  Mich.;  San  Mateo  County, 
Calif.;  and  the  West  Virginia 
Department  of  Health  during  the 
Rockefeller  administration.  He  has 
held  teaching  positions  at  the 
Wayne  State  University,  University 


of  Michigan,  WVU  and  Stanford 
University  Schools  of  Medicine.  He 
also  has  taught  at  the  University  of 
Alabama,  where  he  served  as 
associate  dean  for  administration 
in  the  School  of  Public  Health. 

During  the  WVSMA’s  Mid-Winter 
Clinical  Conference  in  Charleston, 
the  WVMI  will  present  a V2  day 
seminar  entitled  “Partnerships  in 
Health  Care  Improvement.  ” CME 
credits  are  being  offered  for  this 
event  which  will  take  place  at  the 
Charleston  House  - Holiday  Inn  on 
Friday,  Jan.  16  from  9 - 11:43  a.m. 

For  registration  details,  contact 
Nadine  Goff  at  1-800-642-8686, 
ext.  269.  The  deadline  for 
reservations  is  December  26. 
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Fourth  Session  to  again  feature  “Stump  the  Audience” 


Challenging  case  studies  will  be 
presented  by  three  physicians  for 
the  popular  “Stump  the  Audience” 
segment  of  the  Fourth  Scientific 
Session  during  the  WVSMA’s 
Mid-Winter  Clinical  Conference 
Huntington  in  Charleston. 

This  session  is  scheduled  to  begin 
at  9 a.m.  with  a lecture  by  Raheel 
Khan,  M.D.,  assistant  professor  of 
pediatrics  at  the  WVU  School  of 
Medicine,  Charleston  Division, 
entitled  “Immunization:  Its  Past, 
Present  and  Future.  ” After  Dr. 

Khan’s  talk,  Erie  E.  Peacock  Jr., 
M.D.,  J.D.,  of  Raleigh,  N.C.,  will 
discuss  “Flawed  Peer  Review:  A 
Perfect  Screen  for  Abject  Tyranny.  ” 
Bios  on  Drs.  Khan  and  Peacock 
appeared  in  last  month’s  Journal. 

Following  a brief  break,  this 
session  will  reconvene  with  the 
“Stump  the  Audience”  segment 
which  will  be  facilitated  by  Warren 
Point,  M.D.,  professor  emeritus  of 
the  WVU  School  of  Medicine, 
Charleston  Division,  and  Robert  J. 
Marshall,  M.D.,  a clinical  professor 
of  medicine  for  both  WVU  and 
Marshall  University. 

Presenting  the  case  studies  will  be 
Shawn  A.  Chillag,  M.D.,  professor 
and  chairman  of  the  Department  of 
Medicine  at  the  WVU  School  of 
Medicine,  Charleston  Division; 
James  E.  Brick,  M.D.,  professor  of 
medicine  at  the  WVU  School  of 
Medicine  in  Morgantown;  and 
William  N.  Cunningham,  M.D.,  of 
Huntington  Internal  Medicine 
Group  in  Huntington.  After  these 
physicians  have  concluded  then- 
presentations,  Drs.  Point  and 
Marshall  will  be  hold  drawings  for 
special  door  prizes  for  participants. 

Dr.  Chillag  received  his  M.D.  from 
the  WVU  School  of  Medicine  in  1973- 
He  completed  his  internship  in 
internal  medicine  at  CAMC  and  did 
his  residency  at  WVU. 

After  his  residency,  Dr.  Chillag 
completed  a fellowship  at  WVU  in 
pulmonary  medicine  and  then  joined 
the  faculty  as  an  assistant  professor. 
He  was  named  chairman  of  the 


\ ma  ft  JB 

Chillag  Brick 


Division  of  General  Internal  Medicine 
at  WVU  the  next  year  and  then 
went  into  private  practice  in  Elkins. 

In  1980,  Dr.  Chillag  moved  to 
Logan  to  practice  at  Guyan  Valley 
Hospital  and  be  the  medical  director 
of  Logan  Park  Care  Center.  Two 
years  later,  he  joined  the  faculty  of 
the  University  of  South  Carolina  and 
taught  there  until  1988  when  he 
returned  to  West  Virginia  to  accept 
his  current  post  as  residency  director 
of  the  Department  of  Medicine  at 
the  WVU  School  of  Medicine, 
Charleston  Division. 

In  addition  to  serving  as  residency 
director,  Dr.  Chillag  is  also  assistant 
director  for  curriculum  and  student 
affairs,  a member  of  the  board  of 
directors  of  University  Health 
Associates,  professor  and  chair  of 
the  Department  of  Medicine  and  is 
the  Warren  Point  Chair  of  Medicine. 
In  1997,  he  was  named  chief  of  staff 
elect  for  CAMC. 

Dr.  Brick  received  his  M.D.  degree 
from  WVU  in  1977,  and  then 
completed  his  internship  and 
residency  in  medicine  in  internal 
medicine  from  WVU  Hospital.  He 
continued  his  postgraduate  studies 
at  WVU  Hospital  with  a fellowship 
in  rheumatology,  where  he  then 
served  as  chief  resident  in  medicine, 
director  of  the  Inpatient  Medicine 
Service  and  as  an  assistant  professor 
of  medicine. 

From  1982-84,  Dr.  Brick  completed 
a fellowship  in  immunology  and 
rheumatology  at  the  University  of 
Missouri  in  Columbia.  He  returned 
to  WVU  in  1984  and  joined  the 
Secion  of  Rheumatology  as  an 
assistant  professor.  He  advanced 


through  the  academic  ranks  to  his 
present  position  as  professor  of 
medicine,  and  he  currently  serves  as' 
interim  chair  of  the  Department  of 
Medicine  at  WVU. 

Dr.  Brick  is  board  certified  in 
internal  medicine  and  rheumatology 
and  is  very  active  in  research.  He 
has  also  been  actively  involved  in 
telecommunications  in  clinical 
medicine  and  serves  on  WVU’s  CME 
Subcommittee  for  Mountaineer  Doctor 
Television  (MDTV).  In  addition,  Dr. 
Brick  is  chairman  of  the  Board  of 
Directors  of  WVU  Medical 
Corporation  and  has  written  nearly 
40  scientific  papers. 

Dr.  Cunningham  received  an 
A.B.  degree  from  Princeton 
University  in  1970,  and  he  earned 
his  M.D.  degree  at  WVU  in  1974.  He 
did  an  internship  and  residency  in 
internal  medicine,  as  well  as  a 
fellowship  in  gastroenterology  at  the 
University  of  Virginia. 

In  1979,  Dr.  Cunningham  joined  the 
Huntington  Internal  Medicine  Group, 
where  he  continues  to  practice  his 
specialty  of  gastroenterology.  He  is 
board  certified  in  internal  medicine 
and  gastroenterology,  and  is  a fellow 
of  the  .American  College  of  Physicians 
and  a diplomate  of  the  National  Board 
of  Medical  Examiners  and  the 
American  Board  of  Internal  Medicine. 

A clinical  instructor  in  medicine  at 
Marshall  University,  Dr.  Cunningham 
has  served  as  chief  of  medicine  and  as 
president  of  the  medical  staff  at  Cabell 
Huntington  Hospital. 

Urologists  to  meet 
in  Morgantown 

The  WVU/WV  Urological  Society 
will  hold  present  “Urology  Update 
1998”  at  Lakeview  Conference 
Center  in  Morgantown  from  March 
13-14. 

Topics  for  the  meeting  will 
include  socioeconomic  issues,  BPH, 
and  miscellaneous  issues  in  urology. 

To  register,  phone  Kathy  Keener  at 
(304)  293-270 6. 
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Preliminary  Program  Agenda 


Thursday,  January  15 

Pre-confrerence 

6 p.m.  Medical  Assurance  Loss  Prevention  Seminar,  “The  Physician  Witness:  Telling  the  Real  Story.” 

6 p.m.  WVSMA  Executive  Committee  Dinner/Business  Meeting 


friday,  January  16 


9 a.m.  — 1 1 a.m. 

9 a.m. 

1 1 a.m.  — 5 p.m. 

1 p.m.  — 4:30  p.m 

2 p.m.  — 5 p.m. 


3:30  p.m. 

4 p.m. 

4:30  — 5:30  p.m. 
5:30  — 7 p.m. 

7 p.m.  — 9 p.m. 


9 p.m.  — Midnight 


Legislative  Informative  Workshop 

WVMI  Seminar  - “Partners  in  Health  Care  Improvement” 

Registration 

Exhibit  Visitation 

First  Scientific  Session 

“Commonly  Encountered  Sleep  Disorders” 

George  L.  Zaldivar,  M.D. 

“Surveillance  Guidelines  for  Common  Malignancies” 

Steven  J.  Jubelirer,  M.D. 

“Osteoporosis:  Calcium  Nutrition  in  the  Elderly” 

Robert  Heaney,  M.D. 

Panel  Questions  and  Answers 

WVSMA  1998  Annual  Program  Committee 

WESPAC  Board  Meeting 

Marshall  University  Board  of  Directors  Meeting 

Reception,  co-hosted  by  West  Virginia  University  and  Marshall  University  Schools  of  Medicine 
Physician  Session  and  Public  Session 
“For-Profit,  Not-For-Profit,  and  Public  Hospitals” 

Mr.  Bruce  McClymonds,  President,  University  Hospitals;  Ms.  Patsy  Hardy, 
Administrator,  Columbia  Putnam  General  Hospital;  Robert  L.  Savage,  Executive  Vice 
President,  COO,  Camcare-CAMC 

Reception,  hosted  by  the  Philippine  Medical  Association  of  West  Virginia 


Saturday,  ]anuary  17 


7 a.m. 


8:30  — 5 p.m. 


8:30  — 4 p.m. 

9 a.m.  — Noon 


WVSMA  Committee  on  Medical  Education 
Exhibit  Visitation/Registration 
WVSMA-MSS  Annual  Meeting 

Second  Scientific  Session,  “Controversies  in  Medicine ” 
“Single  Vessel  Coronary  Artery  Disease” 

“Minimally  Invasive  Direct  Coronary  Artery  Bypass  Procedure” 
M.  Zafrullah  Khan,  M.D. 

“In  Favor  of  Angioplasy” 

Stafford  Warren,  M.D. 


Saturday,  January  17,  coni. 


11:30  a.m.  — 1 p.m. 
Noon 

Noon  — 1:30  p.m. 


1:30  p.m. 

1:30  p.m.  — 5 p.m. 


“Conventional  Medical  Therapy” 

Robert  C.Touchon,  M.D. 

“Responding  to  Patient/Family  Request  for 
Inappropriate  Use  of  Life  Support” 

“Practical  Approach”  Alvin  H.  Moss,  M.D. 

“Ethical,  Legal  and  Policy  Implications” 

Jacqueline  J.  Glover,  Ph.D. 

Questions  and  Answers 
Exhibitor’s  Luncheon 
Specialty  Luncheon  Meetings 

Lunch  and  Learn,  “New  Weight  Reduction  Therapies: 

Boon  or  Boondoggle?” 

Daniel  S.  Foster,  M.D.,  Moderator 
Josiah  K.  Lilly,  III,  M.D.,  Keynote  Speaker 
John  D.  Holloway,  M.D.,  Panelist 
“MDTV  Presentation:  Dermatology  the  Virtual  Clinic” 

Nolan  C.  Parsons,  Jr.,  M.D. 

Third  Scientific  Session,  “ Screening  of  Common  Malignancies' ’ 
“Screening  for  Breast  Cancer”  Gretchen  E.  Oley,  M.D. 

“Screening  for  Cancer  of  the  Gastrointestinal  Tract”  Arif  Aziz,  M.D. 
“Screening  for  Prostate  Cancer”  Mark  Zawodniak,  M.D. 


Questions  and  Answers 

7 p.m.  — Midnight  Mid-Winter  Beach  Bash!  Hosted  by  Acordia  of  WV  and  Medical  Assurance  of  WV 


Sunday,  January  18 


7 a.m. 

7:30  a.m. 

8:30  — 1 1 a.m. 

9 a.m.  — Noon 


WVSMA  Council  Breakfast  Meeting 

Breakfast  Meetings  (times  and  locations  to  be  announced) 

Exhibit  Visitation/Registration 

Fourth  Scientific  Session,  “Potpourri  of  Topics” 

“Immunizations:  Its  Past,  Present  and  the  Future” 

Raheel  Khan,  M.D. 

“Flawed  Peer  Review:  A Perfect  Screen  for  Abject  Tyranny”  Erie  E.  Peacock,  Jr.,  M.D.,  J.D. 
“Stump  the  Audience” 

Facilitators:  Robert  J.  Marshall,  M.D.  and  Warren  Point,  M.D.  and  other  distinguished 
guests 


To  Register,  please  call  (304)  925-0342 


1998 

Mid-Winter 
Clinical  Conference 

January  16-18, 1998 

Charleston  House  — Holiday 
Charleston,  WV 

Make  plans  NOW  to  attend  our  30th  Mid- Winter 
Clinical  Conference  and  take  advantage  of  our 
“EARLY  BIRD”  registration!  Take  $10  off 
registration  fees  by  registering  before  January  1,  1998. 

Our  1998  Mid-Winter  Clinical  Conference  gives  the 
physicians  in  our  state  the  opportunity  to  participate  in 
events  such  as  the  interesting  Physician/Public 
Session,  CME  scientific  meetings  and  our  popular 
“Lunch  and  Learn”  program. 


Registration  Form 


1998  Mid-Winter  Clinical  Conference 

Name 

Address 

City State Zip 

Phone Fax 

County Specialty 

Payment  by:  Check Visa MasterCard 

Card  Number 

Expiration  Date 

S i gnature 

• Cancellation  Policy:  There  will  be  a $50 
adminstrative  fee  for  cancellations  after  Jan.  1, 1998. 


Early  Bird  Registration  — Before  January  1 , 1998 

WVSMA  Member 

$115 

Non-Member 

$165 

Registration  Fees  — 

After  January  1 , 1998 

WVSMA  Member 

$125 

Non-Member 

$175 

Lunch  and  Learn  — 

Saturday,  Jan.  17,  1998 

“New  Weight  Reduction  Therapies  — Boon  or  Boondoggle?” 


Physicians  $50 

All  others  $35 

If  paying  by  check,  please  send  registration  form  and  check  to: 
West  Virginia  State  Medical  Association 
P.O.  Box  4106,  Charleston,  WV  25364 
Phone:  (304)  925-0342  Fax:  (304)  925-0345 


"New  Weight  Reduction  Therapies: 
Boon  or  Boondoggle?" 

• Daniel  S.  Foster,  M.D.,  Moderator 

• Josiah  K.  Lilly,  III,  M.D.,  Keynote  Speaker 

• John  D.  Holloway,  M.D.,  Panelist 


Reserve  your  seat  NOW! 

Plan  to  Lunch  & Learn  at 
WVSMA’s  Mid- Winter  Clinical  Conference 
Saturday,  January  17,  1998 
Noon  — 1:30  p.m. 

Charleston  House  — Holiday  Inn,  Charleston,  WV 


Tickets  are  only  $50  for  physicians  and  $35  for  all  others. 

To  reserve  your  tickets  for  this  year’s  Lunch  & Learn, 
simply  check  the  space  marked  on  your  registration 
form.  If  space  is  available,  tickets  can  be  purchased  at 
the  Registration  Desk  at  the  Mid-Winter  Clinical 
Conference. 


To  obtain  a registration  form  or  for  more  information 
about  the  Conference,  please  call  the  WVSMA  office  at 
(800)  257-4747  or  (304)  925-0342. 


Come  in  out  of  the  cold...  join  us  for  our 

MMid-Winter  Beach  Ba$hr/ 


Who  says  summer  has  to  be  over? 

Join  us  for  our  first  ever  “Mid-Winter  Beach 
Bash  ” and  enjoy  your  favorite  mixture  of  beach 
tunes  to  get  the  night  going,  while  you  are 
relaxing  with  friends  and  enjoying  your  choice 
of  summertime  drinks,  and  there  is  nothing  like 
a great  selection  of  food  to  complete  an 
outstanding  and  fun-filled  evening! 


Saturday,  January  17, 1998 

jjs 

'Charleston  House  — Holiday  Inn 
'Room  — TBA 
7 p.m.  — Midnight 
It  you  like,  dress  in  your 
favorite  summertime  outfit! 


WVSMA  would  like  to  thank  Medical 
Assurance  and  Acordia  of  West 
Virginia , the  sponsors  of  the  first  ever 
“Mid-Winter  Beach  Bash . ” 


CME  & Special  Events 


Camcare  Health  Education  & Research  Institute 


“Non-Cardiac  Chest  Pain” 

Jan.  7,  6:30  p.m.,  Volkan  Taskin,  M.D.,  Fayette 
County  Medical  Society,  Montgomery 

Jan.  20,  6:30  p.m.,  Volkan  Taskin,  M.D.,  Roane  General 
Hospital,  Spencer 

Jan.  21,  6 p.m.,  Volkan  Taskin,  M.D.,  Man  Appalachian 
Regional  Hospital,  Man 

Jan.  29,  noon,  Volkan  Taskin,  M.D.  Pleasant  Valley 
Hospital,  Point  Pleasant 

A New  Breast  Biopsy  Technique” 

Jan.  7,  12:30  p.m.,  James  W.  Kessel,  M.D.,  Montgomery 
General  Hospital,  Montgomery 

“Pharmacology  and  Women’s  Health  Issues” 

Jan.  14,  April  8,  Aug.  12  and  Oct.  14,  4 p.m.,  Robert  C. 
Byrd  HSC  of  WVU,  Charleston 

“Type  II  Diabetes:  Risk,  Recognition  and  Intervention” 

Jan.  25-27,  Stephen  R.  Grubb,  Mountain  Lodge 
Conference  Center,  Snowshoe 

“Urinary  Stress  Incontinence  Seminar” 

Jan.  26,  27  & 28,  8 a.m.,  Paul  H.  Fulcher  Jr.,  M.D., 
Women  and  Children’s  Hospital,  Charleston 

“Cardiovascular  Conference  at  Snowshoe” 

Feb.  2-4,  William  H.  Carter,  M.D.,  F.A.C.C.,  Mountain 
Lodge  Conference  Center,  Showshoe 

“Pediatric  Advanced  Life  Support  Recertification 
Course” 

April  2,  Robert  C.  Byrd  HSC  of  WVU,  Charleston  Division 

“Pediatric  Advanced  Life  Support  Provider  Course” 

April  23-24,  Robert  C.  Byrd  HSC  of  WVU,  Charleston 
Division 


Huntington  Medical  Community  Foundation 


" Type  II  Diabetes” 

Dec.  17,  6 p.m.  (dinner)  & 6:30  p.m.  (lecture),  John  W. 
Leidy  Jr.,  M.D.,  Ph.D.,  Brass  Tree  Restaurant,  Williamson 

“Diagnosis  and  Treatment  of  Balance  Disorders” 

Dec.  18,  noon  (luncheon),  Speaker  To  Be  Announced,  Our 
Lady  of  Bellefonte  Hospital,  Ashland 


Marshall  University  School  of  Medicine 


“Neuroleptic  Malignant  Syndrome” 

Jan.  16,  noon,  (Psychiatry  Grand  Rounds),  Stanley  Caroff, 
M.D.,  RiverPark  Hospital,  Huntington 

“Recombinant  TSH  in  Thyroid  Cancer  Management” 

Feb.  2,  6:30  p.m.,  (Tri-State  Endo),  Paul  W.  Ladenson, 
M.D.,  of  Johns  Hopkins,  MU  Student  Center,  Huntington 

“Use  of  Prophylactic  Antibiotics” 

Dec.  3,  7 a.m.,  Stanley  Gall,  M.D.,  Cabell  Huntington  Hosp. 

“Thyroid  Hormone  and  the  Heart” 

Feb.  3,  8 a.m.,  Paul  W.  Ladenson,  M.D.,  of  Johns  Hopkins, 
Cabell  Huntington  Hospital,  Huntington 


Robert  C.  Byrd  HSC  - Morgantown 


“Travel  Medicine” 

Dec.  17,  1 p.m.,  Gregory  Juckett,  M.D.,  Fairmont  Clinic 

“Bladder  Cancer” 

Jan.  6,  noon,  Donald  Lamm,  M.D.,  Camden  Clark  Hospital, 
Parkersburg 

“Preparatory  Course  for  Urology” 

Jan.  15-17,  WVU  Dept,  of  Urology,  Embassy  Suites, 
Pittsburgh 

“Smoking  Cessation” 

Jan.  21,  1 p.m.,  Elbert  Glover,  M.D.,  Fairmont  Clinic 

“Tackling  the  Persistent  Issues  in  End  of  Life  Care:  Faith, 
Families,  Feeding  and  Pain” 

Jan.  23,  WV  Network  of  Ethics  Committtees,  Days  Inn, 
Flatwoods 

“Iron  Deficiency:  Babies  and  the  Brain” 

Feb.  3,  noon,  A.  Kim  Ritchey,  M.D.,  Camden  Clark  Hospital, 
Parkersburg, 

“Blood  Marrow  Transplantation” 

Feb.  12,  1 p.m.,  Joseph  Lynch,  M.D.,  Broaddus  Hospital, 
Philippi 


West  Virginia  State  Medical  Association 


“WVSMA’s  Mid-Winter  Clinical  Conference ” 

Jan.  16-18,  Charleston  House  - Holiday  Inn,  Charleston 
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Bureau  for  Public  Health  News 


This  page  of  material  is  submitted  and 
paid  for  by  the  Bureau  for  Public  Health. 


Annual  rural  health 
awards  presented 

The  fifth  annual  Governor’s  Rural 
Health  Awards  were  presented  on 
October  30  during  the  West  Virginia 
Rural  Health  Conference  held  at 
Lakeview  Conference  Center  in 
Morgantown. 

This  year’s  recipients  were: 

Pamela  Scott,  PA-C,  of  Rainelle, 
Outstanding  Rural  Health 
Practitioner; 

Joe  Tuttle  of  Blacksville, 
Outstanding  Rural  Health 
Achievement; 

The  West  Virginia  School-Based 
Health  Center  Initiative, 

Outstanding  Rural  Health 
Program;  and 

Pleasant  Valley  Hospital 
Auxiliary’s  “Let’s  Make 
Bubbles,”  the  Caperton  Award 
for  Outstanding  Rural  Health 
Community  Project. 

Ms.  Scott  was  nominated  by 
students  of  the  College  of  West 
Virginia,  where  she  is  a clinical 
preceptor,  course  director,  and  a 
member  of  the  Advisory  Council  of 
the  Physician  Assistant’s  Program. 

In  addition,  she  has  served  as  a 
physician’s  assistant  at  Rainelle 
Medical  Center  since  1984,  and  has 
been  awarded  numerous  state  and 
national  honors  during  her  years  of 
practice. 

In  making  their  nomination, 
Scott’s  students  lauded  her 
compassion  for  patients,  her  love 
for  her  work  in  health  care,  and  the 
respect  she  has  gained  for  her 
superior  teaching  skills  and  medical 
knowledge. 


Mr.  Tuttle  has  served  as  executive 
director  of  Clay-Battelle  Community 
Health  Services  in  Wetzel  County 
since  the  clinic’s  opening  in 
November  1973.  He  has  taken  the 
small,  rural  health  center  from  a 
dental  clinic  with  one  provider,  to  a 
full-service  primary  care  center. 

A leader  in  the  statewide  primary 
care  movement,  Mr.  Tuttle  has 
worked  tirelessly  to  improve  primary 
care  services  throughout  the  state, 
particularly  for  medically-underserved 
rural  communities.  He  is  even  known 
affectionately  as  “Mr.  Primary  Care” 
for  his  commitment  to  community- 
based  health  care  delivery. 

The  West  Virginia  School-Based 
Health  Center  Initiative  was  started 
as  a pilot  project  in  1994  with  support 
from  the  WV  Bureau  for  Public 
Health  and  the  Claude  Worthington 
Benedum  Foundation  to  provide 
school-based  clinical  health  services 
to  students.  The  aim  of  the  project  is 
to  offer  a coordinated  system  of  care 
that  eliminates  or  reduces  many  of 
the  barriers  that  adolescents  face 
when  using  the  health  care  system. 

There  are  currently  30  school-based 
health  clinics  in  36  counties  in  the 
state,  seiving  nearly  22,000  students. 
Core  services  include  physical  exams, 
diagnosis  and  treatment  of  minor 
injuries  and  illnesses,  simple  lab 
tests,  and  care  for  chronic  conditions. 
Some  sites  also  offer  mental  health 
counseling  and  dental  services. 

“Let’s  Make  Bubbles,  ” is  a program 
designed  by  the  Pleasant  Valley 
Hospital  Auxiliary  to  heighten 
elementary  school  children’s 
awareness  about  proper  hand 
washing  techniques.  The  project 
utilizes  a video  of  a nurse  correctly 
Washing  her  hands,  coloring  books 
on  personal  hygiene,  a “Bubbles”  a 
six-foot  tall  hand-washing  kangaroo 
who  serves  as  a mascot.  This  project 
and  its  mascot  have  been  presented 
at  local  and  national  workshops  and 
are  now  being  used  as  models  for 
programs  in  other  states. 


Provisional  vital  stats 
released  for  1996 

Last  year  marked  the  sixth  straight 
year  that  West  Virginia’s  birth  rate 
declined,  down  to  a rate  of  11.3  per 
1,000  population,  from  11.6  in  1995. 
The  provisional  number  of  births  in 
West  Virginia  last  year  was  20,734, 
compared  to  21,158  in  1995. 

These  statistics  can  be  found  in 
the  1 996  West  Virginia  Provisional 
Vital  Statistics  Report , released  by 
the  state  Bureau  for  Public  Health 
and  compiled  by  the  Bureau’s 
Office  of  Epidemiology  and  Health 
Promotion. 

According  to  the  report,  the 
number  of  births  to  teenage  mothers 
also  dropped,  down  to  3,466  from 
3,635  in  1995.  Births  to  teens 
comprised  16.7%  of  all  births  in 
West  Virginia  in  1996,  down  from 
17.2%  of  all  births  in  1995. 

There  were  20,192  deaths  in  West 
Virginia  in  1996,  up  slightly  from 
20,128  in  1995.  The  state’s  provisional 
death  rate  remained  at  the  1995  rate 
of  11.0  deaths  per  1,000  population. 
That  rate  continued  to  be  higher 
than  the  national  rate  of  8.8.  Heart 
disease  and  cancer  remained  the 
leading  causes  of  death  in  the  state, 
accounting  for  34.6%  and  23.1%  of 
all  deaths,  respectively. 

The  number  of  deaths  to  infants 
under  one  year  of  age  decreased  to 
148  in  1996  from  160  in  1995.  The 
state  1996  provisional  infant  mortality 
rate  of  7.1  deaths  per  1,000  live 
births  was  lower  than  the  1995  rate 
of  7.6,  and  was  also  below  the  1996 
national  provisional  rate  of  7.5. 

West  Virginia  continues  on  an 
overall  downward  trend  from  the 
rate  of  14.5  recorded  20  years  ago. 
The  lowest  infant  mortality  rate  ever 
recorded  in  the  state  was  6.1  in  1994. 

To  obtain  a copy  of  this 
provisional  report,  call  the  Office  of 
Epidemiology  and  Health 
Promotion  at  (304)  558-9100 
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Poetry 

Comer 


Mood  Swings 


Cycling  through  the  moods  of  life, 
Roller-coaster  on  a swing, 

One  day  up  and  one  day  down, 

Like  a yo-yo  on  a string. 

Each  day  different,  each  day  changed, 
Light  of  heart  or  under  stress, 

One  day  free  but  then  another 
Under  pressure  and  duress. 

Thus  in  living  through  a time 
Of  decisions  one  must  make 
For  another  whom  one  loves 
Can  bring  joy  or  bring  heartbreak. 

But  one  hopes  that  when  it’s  done, 
And  one  balances  the  scale, 

The  good  decisions  one  has  made 
Will  make  the  bad  ones  seem  to  pale. 

Handling  mood-swings  such  as  this, 

Is  rewarding  when  it’s  through; 

Helps  to  shape  a person’s  life 
While  keeping  yet  to  one’s  self  true. 


E.  Leon  Linger,  M.D. 


Pf p 


Robert  C.  Byrd  Health  Sciences  Center 
of  West  Virginia  University  News 


Compiled  from  material  furnished  by  the 
Robert  C.  Byrd  Health  Sciences  Center  of  WVU, 
Communications  Division,  Morgantown 


Murray  named  head 
of  Halsted  Society 


Plans  outlined  for  new 
WVU  Family  House 


Physical  therapy 
center  to  be  built  by 
WVU  Hospitals,  MHS 

WVU  Hospitals  and  Monongalia 
Health  System  (MHS)  have  agreed 
to  build  a jointly-owned  outpatient 
sports  medicine  and  rehabilitation 
facility  in  Morgantown.  The  two 
hospitals  have  purchased  equal 
shares  in  Morgantown  Physical 
Therapy  Associates  (MPTA),  which 
operates  an  outpatient  clinic  near 
Monongalia  General  Hospital. 

John  Spiker,  PT,  ATC,  will 
continue  to  lead  MPTA  and  all 
patient  care  will  be  provided  at 
MPTA  until  the  new  building  is 
completed. 

“This  new,  31,000-square-foot 
building  will  allow  us  to  offer 
comprehensive  wellness  and 
outpatient  rehabiliation  service  in 
Morgantown,”  Spiker  said.  “Once 
the  new  building  is  finished, 
outpatient  services  will  expand  to 
include  occupational  and  speech 
therapy,  sports  and  coaching  clinics, 
and  health  training.  The  new  center 
will  include  a therapeutic  pool, 
classrooms,  and  other  spaces  and 
facilities  not  currently  available  at 
either  MPTA  or  WVUH.” 

WVUH  and  MHS  have  committed 
$8.2  million  to  the  joint  venture, 
including  $4.6  million  for 
construction. 

“I  think  this  is  the  kind  of 
cooperative  venture  the  community 
wants  to  see  from  us,”  Bruce 
McClymonds,  president  of  WVUH 
stated. 

Construction  of  the  new  building 
should  begin  in  the  spring  of  1998. 


Dr.  Gordon  F. 
Murray,  chair  of 
the  WVU 
Department  of 
Surgery,  is  the 
new  president- 
elect of  the 
Halsted  Society. 
Founded  in 

Murray  1924  in  memory 

of  pioneer  surgeon 
William  Stewart  Halsted,  the  Halsted 
Society  is  an  organization  of 
surgeons  who  work  to  further  Dr. 
Halstead’s  scientific  principles  and 
ideals,  and  encourage  the  free 
exchange  of  ideas. 

Dr.  Murray,  a heart  surgeon, 
joined  the  WVU  faculty  in  1983. 


Poison  Center  links  to 
hazmat  railroad  data 


The  West  Virginia  Poison  Center, 
part  of  WVU’s  Charleston  Division, 
now  has  the  capacity  to  quickly 
identify  the  contents  of  rail  cars 
involved  in  accidents. 

“This  is  an  important  improvement 
to  the  services  we  offer  to  emergency 
workers  and  hospitals,”  Elizabeth 
Scharman,  Pharm.D.,  director  of  the 
Poison  Center  and  assistant  professor 
of  pharmacy  said. 

The  center  has  joined  Operation 
Respond,  which  gives  users  access 
to  the  mainframe  computers  of  most 
North  American  rail  companies.  In  a 
demonstration  at  the  Charleston 
Division,  Congressman  Bob  Wise 
used  the  system  to  access  data  on 
two  tank  cars,  one  from  Norfolk 
Southern,  the  other  from  CSX.  The 
system  returned  the  chemicals’  names, 
hazardous  materials  precautions,  and 
information  in  less  than  two  minutes. 


Family  House,  a $2  million, 

23-room  specialized  housing  facility 
for  adult  patients  and  their  families 
will  be  built  next  to  Ruby  Memorial 
Hospital. 

“There  is  a real  need  for  a place 
to  stay  for  bone-marrow 
transplantation  patients,  for  people 
who  are  here  for  chemotherapy, 
and  for  other  patients  who  must 
remain  close  to  the  hospital  for 
more  than  a few  days,”  said  hospital 
president  Bruce  McClymonds. 

The  Family  House  will  fill  a 
particular  need  for  patients  at  the 
Mary  Babb  Randolph  Cancer  Center, 
which  provides  treatment  to  people 
from  all  parts  of  West  Virginia  and 
several  surrounding  states. 

It  will  also  be  able  to  provide 
emergency  housing  for  the  families 
of  patients  being  treated  at  the  Jon 
Michael  Moore  Trauma  Center  and 
other  health  facilities  on  the  WVU 
campus. 

The  residence  will  be  attached  to 
the  hospital,  with  interconnecting 
hallways  linked  to  the  Ruby 
cafeteria  area.  Several  of  the  units 
will  have  their  own  kitchens;  it  will 
also  have  recreational  space  and 
other  home-like  amenities. 

WVUH  plans  to  build  Family 
House  with  the  support  of  donors 
from  around  the  region. 

Urology  conference 
set  for  January  15-17 

The  WVU  Department  of  Urology 
will  hold  a conference  entitled 
“Preparatory  Course  for  Urology.  ” 
from  January  15-17  at  Embassy 
Suites  in  Pittsburgh. 

For  more  information  or  to 
register,  call  (304)  293-2706. 
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George  is  working  his  way  up  the  corporate 
ladder  a little  differently  He’s  using  a “scooter.” 
Because  George  has  multiple  sclerosis,  a chronic 
disease  of  the  central  nervous  system. 

A chemist,  George  is  not  content  to  sit  back 
and  mount  up  patents  and  industry  awards.  He 
has  earned  honors  from  almost  a dozen  state  and 
local  organizations  for  his  contributions  to  the 
community. 

Now,  George  develops  quality  improvement 
programs  for  his  Michigan-based  employer  and 
helps  to  integrate  other  physically  challenged 
workers  into  the  corporate  mainstream. 

While  his  physical  future  is  uncertain, 

George  is  unyielding  in  his  belief  that  someday  a 
cure  for  MS  will  be  found.  The  National  Multiple 
Sclerosis  Society  is  bnnging  that  day  closer  by 
funding  vital  research  in  genetics,  virology  and 
immunology  To  find  out  more  about  the  Society 
and  its  services,  call  1-800-624-8236.  Help  a 
quarter  of  a million  Amencans  with  MS  help 
themselves. 

Hapi&HapOuRsaves 


NATIONAL  MULTIPLE  SCLEROSIS  SOCIETY 

205  EAST  42  STREET  NEW  YORK  N Y 10017  5706  (212)  986  3240 


Actual  Size. 

(Yeah,  really.) 


360°  Communications 

Ask  about  our  Health  Talk  program  designed 
exclusively  for  the  West  Virginia  State  Medical  Association. 


1-800-325-5190 

4227  MacCorkle  Avenue,  Charleston,  WV  • Charleston  Town  Center,  Charleston,  WV 
3322  US  Route  60  E,  Huntington,  WV  • 403  Justice  Avenue,  Logan,  WV 
6600  Emerson  Avenue,  Parkersburg,  WV  • Grand  Central  Mall,  Parkersburg,  WV 
612  Third  Avenue,  St.  Albans,  WV  • 2401  Pennsylvania  Avenue,  Weirton,  WV 
1021  National  Road,  Wheeling,  WV 


Marshall  University 
School  of  Medicine  News 


Compiled  from  material  furnished  by  the 
Office  of  University  Relations,  Marshall 
University,  Huntington 


Marshall  tests  drug  for 
chronic  bronchitis 

MU  physicians  are  participating  in 
a clinical  trial  to  test  the  efficacy  of  a 
new  treatment  for  acute  bacterial 
exacerbations  of  chronic  bronchitis. 

“At  a time  when  mounting  clinical 
evidence  suggests  that  certain 
bacterial  pathogens  are  becoming 
increasingly  resistant  to  a number  of 
commonly  prescribed  antibiotics, 
our  study  is  evaluating  a new 
antibiotic  compound  which  appears 
to  have  broad  spectrum  antibacterial 
activity,”  said  Dr.  Nancy  J.  Munn, 
chief  of  pulmonary  medicine  and 
principal  investigator  for  the  study. 

The  school’s  goal  is  to  recruit  at 
least  30  patients  for  the  study  by 
Dec.  31.  The  study  is  open  to 
patients  18  years  of  age  or  older 
who  have  an  established  diagnosis  of 
chronic  bronchitis  and  characteristic 
clinical  symptoms  of  ABECB.  Three 
of  the  following  symptoms  must  be 
present  at  enrollment: 

• increased  frequency  and/or 
severity  of  cough 

• increase  in  sputum  volume 

• pumlent  changes  of  the 
sputum 

• dyspnea  or  increased  dyspnea 

• increased  chest  congestion 

• chills  or  fever,  or  both. 

Patients  must  be  enrolled  in  the 
study  no  later  than  seven  days  after 
the  onset  of  their  acute  symptoms, 
Dr.  Munn  said.  She  added  that 
women  may  participate  only  if  they 
are  not  lactating  and  are  surgically 
sterile  or  post-menopausal,  or  are 
using  acceptable  methods  of 
contraception. 


All  participants  will  receive  either 
the  investigational  study  dmg  or 
another  antibiotic  already  approved 
for  the  treatment  of  ABECB,  Dr. 
Munn  said.  The  medication  and 
study-related  medical  care  will  be 
provided  free  of  charge. 

More  information  is  available  by 
phoning  Dr.  Munn  at  696-7237. 

Winfield  med  student 
wins  national  office 

Second-year  med  student  Tanya 
Warwick  has  been  elected  to  the 
highest  student  office  of  the  American 
Medical  Women’s  Association. 

Warwick,  a Winfield  native,  is 
one  of  two  students  to  be  elected  as 
national  student  coordinators,  a 
position  that  is  AMWA’s  equivalent 
of  president  of  the  student 
organization.  Other  candidates  for 
the  position  included  students  from 
Yale,  Columbia  and  UCLA. 

She  has  a voting  seat  on  the 
AMWA  Board  of  Directors  which 
has  considered  issues  ranging  from 
physician-assisted  suicide  to 
potential  themes  for  the  upcoming 
UN  Decade  Against  Violence. 

Warwick  represents  AMWA  in  a 
consortium  of  med  student 
organizations,  and  has  a seat  on  the 
Board  of  Directors  for  National 
Primary  Care  Day.  She  also  will 
participate  in  planning  the  1998 
AMWA  national  meeting,  and  will 
receive  a $4,000  travel  stipend  to 
attend  approximately  six  meetings, 
including  the  International  Health 
Initiatives  meeting. 

“It’s  quite  an  honor,”  Warwick 
said.  She  praised  the  group’s  strong 
mentoring  atmosphere,  and  is 
already  working  in  turn  to  pave  the 
road  for  students  at  the  middle 
school  and  high  school  levels  with 
a major  community  service  project 
in  Huntington  this  spring. 


FP  office  opens  in 
Wayne  County 

Marshall  has  opened  a primary 
care  office  in  Wayne  County  to  help 
increase  health  care  coverage  in  the 
area  and  also  to  support  medical 
education  through  a rural  rotation 
for  medical  students. 

Dr.  Kevin  McCann,  who  is  board- 
certified  in  family  practice,  is  the 
office  physician,  offering  a wide 
array  of  services  and  procedures  in 
his  Lavalette  office.  Marshall  OB/GYN 
specialists  provide  obstetrics 
services  each  Thursday  afternoon. 

Dr.  McCann  is  a graduate  of  the 
School  of  Medicine  and  its  family 
practice  residency  program.  He  is  an 
assistant  professor  in  the  Department 
of  Family  and  Community  Health. 

As  a student,  he  was  president  of 
the  medical  honorary  Alpha  Omega 
Alpha  and  received  the  Upjohn 
Award,  given  by  faculty  to  the 
graduate  who  best  exemplifies  the 
ideal  physician.  He  received  the 
Resident  Teacher  Award  in  1997. 

“My  goal  is  to  provide  quality 
health  care  to  the  people  of  Wayne 
County  and  become  a community 
physician  that  the  people  know  and 
trust,”  he  said. 

Students  celebrate 
Primary  Care  “Day” 

MU  celebrated  National  Primary 
Care  Day  with  a week long  series  of 
special  talks  and  community  events 
organized  by  students  for  students. 

Presentations  ranged  from  “A 
team  physician  is  more  than  just  a 
doctor”  to  “Yes,  family  docs  perform 
procedures,  too.  ” Other  activities 
included  health  information  and 
screenings  on  campus  and  at  the 
Huntington  Mall,  and  Marshall’s 
Rural  Clinical  Health  Fair. 
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• 35-bed  JCAHO  Accredited 

Hospital 

• Ambulatory  Care/ 

Same  Day  Surgery 


MEDICAL  AND  SURGICAL  SERVICES  PROVIDED  THROUGH 

EYE  EAR  NOSE  and  THROAT  PHYSICIANS 
& SURGEONS  OF  CHARLESTON,  INC. 


OPHTHALMOLOGISTS 
Robert  E.  O’Connor,  M.D. 
Moseley  H.  Winkler,  M.D. 
Samuel  A.  Strickland,  M.D. 
James  W.  Caudill,  M.D. 

R.  David  Allara,  M.D. 

Specializing  in 
Cataracts/Lens  Implants 
Corneal  Transplants 
Ophthalmic  Plastic  Surgery 
Retinal  Surgery 
Laser  Eye  Surgery 


OTOLARYNGOLOGISTS 
R.  Austin  Wallace,  M.D. 
Robert  E.  Pollard,  M.D. 

David  A.  Phillips,  M.D. 

Specializing  in 
Head  and  Neck  Cancer 
Surgery 
Ear  Surgery 
Microsurgery 
Endoscopy 
Laser  Surgery 


THE  EYE  AND  EAR  CLINIC  OF  CHARLESTON,  INC. 

1306  KANAWHA  BOULEVARD,  EAST 
CHARLESTON,  WEST  VIRGINIA  25328 
(304)  343-4371  OR  1-800-642-3049  (WV) 

FAX  (304)  353-0215 


UP  YOUR  STORAGE  SPACE 


LetTMS,  Inc. 

convert  your  files  to  film 


For  Microfilm/  Microfiche  Services  Contact: 


THE  MICROFILMING  SPECIALISTS 


(304)  342-4064  • (800)  403-4064 
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West  Virginia  School 
of  Osteopathic  Medicine  News 


WVSOM  celebrates  25th  anniversary 


Class  of  2001  welcomed 


Cutting  the  cake  at  the  25th  anniversary  celebration  are  ( from 
left  to  right)  WVSOM  President  Dr.  Olen  Jones,  Jr.,  Dr.  O.J. 
Bailes  and  Dr.  Carlton  Apgar,  who  helped  found  WVSOM,  and 
Dr.  Roland  Sharp,  the  first  president  of  WVSOM. 


The  25th  anniversary  of  the  West  Virginia  School  of 
Osteopathic  Medicine  was  celebrated  with  a ceremony 
on  the  school’s  front  campus  in  Lewisburg.  WVSOM 
President  Olen  E.  Jones  Jr.,  Ph.D.,  welcomed  school 
founders  Carlton  Apgar,  D.O.,  and  O.J.  Bailes,  D.O.,  and 
the  school’s  first  president  Roland  P.  Sharp,  D.O.,  to  the 
ceremony  and  pointed  out  how  far  the  WVSOM  has 
come  since  its  early  days. 

“What  the  school  is  today  would  not  be  possible  were 
it  not  for  the  pioneer  spirit  demonstrated  by  our  founders,” 
Dr.  Jones  said,  crediting  the  work  of  president  emiritus 
Dr.  Sharp  and  founders  Dr.  Bailes,  Dr.  Apgar,  as  well  as 
the  late  Frank  Wallington,  D.O.,  and  the  late  Don 
Newell  Sr.,  D.O. 

In  1972,  the  Greenbrier  College  of  Osteopathic 
Medicine  was  established  in  Lewisburg  at  the  site  of  the 
former  Greenbrier  Military  School.  The  institution  later 
came  under  the  State  System  of  Higher  Education  and 
changed  its  name  to  the  West  Virginia  School  of 
Osteopathic  Medicine,  accepting  its  charter  class  in  1974. 

WVSOM  is  one  of  19  osteopathic  medical  schools  in 
the  nation  today. 


Doug  Wood,  D.O.,  Ph.D.,  president  of  the  American 
Association  of  Colleges  of  Osteopathic  Medicine,  delivers  the 
keynote  address  at  WVSOM’s  1997  Convocation. 


At  WVSOM’s  1997  Convocation  Ceremony  on 
September  5,  President  Olen  E.  Jones  Jr.,  Ph.D.,  told 
students  “It’s  vital  that  you  not  only  recognize 
osteopathy’s  uniqueness,  but  also  that  you  embrace  it.” 
The  keynote  speaker  for  this  event  was  Douglas 
Wood,  D.O.,  Ph.D.,  president  of  the  American 
Association  of  Colleges  of  Osteopathic  Medicine. 

“Medical  school  is  not  only  about  learning  sciences 
but  also  about  personal  development,”  Dr.  Wood  said. 
“It’s  important  to  develop  a spirit  of  inquiry  and  be  ‘real’ 
to  your  patients.  Keeping  your  emotions  and  your 
uncertainity  to  yourself  is  not  only  unhealthy,  but  also 
unprofessional.  Don’t  be  afraid  to  ask  questions,”  he  added. 

Pharmacologist  joins  faculty 


Judith  Maloney,  Ph.D.,  has  joined  the 
faculty  as  an  associate  professor  of 
pharmacology. 

Dr.  Maloney  grew  up  in  Chicago  and 
received  her  bachelor  of  science  degree 
in  physiology  from  DePaul  University.  She 
earned  her  master  of  science  degree  in 
physiology  from  the  Illinois  Institute  of 
Technology  and  her  doctorate  degree  in 
pharmacology  from  the  University  of  Wisconsin. 

Before  coming  to  WVSOM,  Dr.  Maloney  completed 
postdoctural  studies  at  the  University  of  Pennsylvania. 


Maloney 
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Be  a fighter. 
Knock  out 
the 


Get  a flu 
shot! 


Speak  to  your 
doctor  or  local 
health  department. 


Your  contribution  to  Christmas  Seals® 
makes  this  program  possible. 

+ AMERICAN 
LUNG 

ASSOCIATION® 


Space  contributed  by  the 
publisher  as  a public  service. 


Do  YOU  HAVE 
A PATIENT 
WITH  SEVERE 
EMPHYSEMA? 


Here  is 

INFORMATION 
ON  TREATMENT 
OPTIONS  FOR  YOUR 
EMPHYSEMA  PATIENTS 

The  National  Emphysema  Treatment 
Trial  (NETT)  is  a five-year  collabora- 
tive study  initiated  to  evaluate  the 
best  treatment  options  for  patients 
with  severe  emphysema.  Sponsored 
by  the  National  Heart,  Lung,  and 
Blood  Institute  and  Health  Care 
Financing  Administration  (HCFA), 
this  trial  will  compare  the  effectiveness 
of  lung  volume  reduction  surgery  to 
maximal  medical  therapy.  The  Ohio 
State  University  Medical  Center  has 
been  selected  as  one  of  18  centers  in 
the  country  to  participate  as  a 
NETT  Center. 

If  you  have  a patient  with  severe 
emphysema  who  is  Medicare  eligible, 
he  or  she  may  qualify  to  participate  in 
this  important  study.  Each  participant 
who  meets  the  study  criteria  will  be 
randomized  to  receive  either  contin- 
ued maximal  medical  management 
or  maximal  medical  management 
plus  lung  volume  reduction  surgery. 


UNIVERSITY 

MEDICAL 

CENTER 


T • H • E 

OHIO 

SLATE 

UNIVERSITY 


To  learn  more  about  the 
National  Emphysema 
Treatment  Trial,  please 
contact  the  NETT  Office 
at  The  Ohio  State 
University  Medical  Center 
at  888-678-NETT  (6388). 


• Nationwide  opportunities 

• Excellent  per  diem  pay 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


ASK  FOR : 

J.J.  Cox  Brian  Lund 

ext.  2370  ext.  2379 


(800)685-2272 

http:llwww.locumsnet.com 


'Staff  Care,  Inc. 


fThe  nation's  fastest  growing 
locum  tenens  firm" 


Staff  Care  is  proud  to  sponsor 
the  Country  Doctor  of  the  Year  Award 


Unable  to  place  J-1  or  H-1  physicians 
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Alliance  News 


Encourage  your  spouse  to  join  the  WVSMAA! 

Greetings  from  your  Alliance.  Yes,  we  are  your  Alliance.  The  West  Virginia  State  Medical  Association 
Alliance  exists  because  of  you,  the  physicians.  Our  goal  is  to  further  the  cause  of  organized  medicine  in  the 
United  States  and  each  year  thousands  of  projects  are  accomplished  by  the  many  Alliances  across  this 
country.  However,  there  is  still  much  work  to  be  done! 

As  I prepare  for  my  year  as  president  of  the  WVSMAA,  I would  like  to  ask  every  physician  whose 
spouse  is  not  a member  of  the  WVSMAA  to  encourage  their  wife  or  husband  to  please  join  our  organization. 
Alone  I can  accomplish  some  objectives,  but  there  is  much  more  strength  in  numbers.  If  we  could  greatly 
increase  our  membership,  we  could  move  mountains. 

One  of  our  continuing  primary  objectives  is  to  raise  money  for  the  AMA-Education  and  Research 
Foundation.  During  the  past  several  years,  your  spouses  have  averaged  $2  million  each  year  in  donations  to 
this  cause.  Every  dollar  of  this  money  have  been  used  to  support  research  and  medical  students  at 
institutions  of  your  choosing. 

Another  major  area  of  concern  for  the  Alliance  has  been  the  SAVE  program.  We  have  held  shelter 
showers  for  battered  women’s  shelters.  We  have  walked  to  stop  the  violence  against  America’s  abused 
citizens.  We  have  gone  to  the  schools  with  the  message  that  Hands  Are  Not  For  Hitting. 

The  Alliance  also  has  been  an  active  voice  politically  as  well  as  legislatively.  We  are  still  fighting  the 
hateful  provider’s  tax,  and  we  have  helped  elect  legislators  that  are  friendly  to  medical  interests.  In  addition,  we 
have  taken  the  agenda  for  victims  of  domestic  abuse  to  politicians  across  this  nation  and  are  continuing  to 
fight  for  anti-tobacco  legislation,  as  well  as  clean  indoor  air  laws. 

All  of  these  endeavors  and  many  more  have  been  accomplished  by  Alliance  members  who  are 
concerned  about  the  medical  family.  Our  members  are  volunteering  countless  hours  of  their  time  to 
support  and  better  their  communities. 

So  please,  encourage  your  spouse  to  join  forces  with  us!  With  more  members  we  are  sure  to  move 
mountains,  even  the  mountains  of  West  Virginia. 


Jerry  Crites 

President-Elect,  WVSMAA 
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Med  Student  News 


WVSMA  — Medical  Student  Section 


Annual  Meeting  — Preliminary  Program 

January  17, 1998 
Charleston  House  — Holiday  Inn 
Charleston,  West  Virginia 


8 a.m.  - 8:30  a.m. 
8:30  a.m.  - 9 a.m. 


9 a.m.  - 10  a.m. 


10  a.m.  - 11:30  a.m. 


Registration  - Shanklin  Room 

Welcome  - WVSMA  President  Thomas  H.  Chang,  M.D. 

WVSMA-MSS  President  Jason  Harrah 
WVSMA  Executive  Director  George  Rider 

Special  Session  - “American  Medical  Association  Update” 

Speaker  to  be  announced 

Special  Session  - “National  Residency  Match  Program” 

Robert  Beran,  Ph.D.,  Executive  Director,  Residency  Program 
(Panel  discussion  to  follow  presentation) 


1 1:30  a.m.  - Noon 


Break  - Visit  Exhibits 


Noon  - 1 p.m.  Luncheon  - Sponsored  by  WVSMA 

1 p.m.  - 2 p.m.  Special  Session  - “Who  Controls  Medicine?  Is  Autonomy  Impossible?” 

Robert  B.  Walker,  M.D.,  Professor  and  Chairman,  Dept,  of 
Family  and  Community  Health,  MU  School  of  Medicine 

2 p.m.  - 2:30  p.m.  Break  - Visit  Exhibits 

2:30  p.m.  - 4:30  p.m.  WVSMA-MSS  Business  Meeting  - Presidential  Address 

Campus  Reports 
Election  Nominations 


WVSMA-MSS  Annual  Meeting  Registration  Form 


Name 

Address Apt  # Phone  (304) 

City /State/Zip 

Are  you  a WVSMA-MSS  Member?  Yes No Will  you  be  attending  the  luncheon?  Yes No 


Please  mail  or  fax  completed  form  to: 

Donna  Webb,  West  Virginia  State  Medical  Association,  P.O.  Box  4106,  Charleston,  WV  25364. 
If  you  have  questions  about  the  meeting,  please  call  (800)  257-4747  or  fax:  (304)  925-0345. 


New  Members 


We  are  pleased  to  welcome  the  following  new  members  to  the  WVSMA  as 


Phvsicians 

Christopher  Kubicki,  MD 
New  Cumberland,  WV 

Abdul  M.  Mirza,  MD 
Montgomery,  WV 

Ramesh  Thimmiah,  MD 
Weirton,  WV 

Elizabeth  S.  Powers,  MD 
Parkersburg,  WV 

Teodoro  Jiminez,  MD 
Daniels,  WV 

Antonio  Tamara,  MD 
Martinsburg,  WV 

J.  Brett  Chafin,  MD 
Huntington,  WV 

Martin  L.  Evers,  MD 
Huntington,  WV 

Rogelio  S.  Mupas,  MD 
Steubenville,  OH 

Victor  P.  Salutillo,  MD 
Cross  Lanes,  WV 

Thelma  Mupas,  MD 
Steubenville, OH 

Mark  D.  Hilborn,  MD 
Weirton,  WV 

Charles  E.  Frank,  MD 
Fairmont,  WV 

Joseph  E.  Pate,  MD 
Charleston,  WV 

John  F.  Mega,  MD 
Charleston,  WV 

Christopher  A.  Schlarb,  MD 
Charleston,  WV 

Victor  Ferraris,  MD 
Huntington,  WV 

Sukjung  G.  Koh,  MD 
Beckley,  WV 

David  E.  Ede,  MD 
Charleston,  WV 

Mammen  Kovoor,  MD 
Elkins,  WV 

Resident  Phvsicians 

Robert  J.  Crow,  MD 
Charleston,  WV 

Trina  R.  Crook,  MD 
Wheeling,  WV 

Prakash  Puranik,  MD 
Beckley,  WV 

Shashi  B.  Gupta,  MD 
Wheeling,  WV 

William  H.  Burns,  MD 
Morgantown,  WV 

Benjamin  Fano,  MD 
Wheeling,  WV 

Anthony  M.  Grieco,  MD 
Huntington,  WV 

Hernan  Castro,  MD 
Wheeling,  WV 

Ingrid  Wohlgemuth,  MD 
Morgantown,  WV 

Juan  Carlos  Barriga,  MD 
Wheeling.  WV 

Cherian  John,  MD 
Weirton,  WV 

Estaban  Berberian,  MD 
Wheeling,  WV 

of  11/25/97: 

David  A.  Nicholas,  DO 
Charleston,  WV 

Kathy  D.  Chappell  Short,  DO 
Wheeling,  WV 

Arif  Showkat,  MD 
Wheeling,  WV 

Marilyn  Wendt  Horacek,  MD 
Moundsville,  WV 

Medical  Students 

Marshall  University  School 
of  Medicine  -. 

Michael  D.  Cooper 
Gary  P.  Trautwein 
Christinia  L.  Riggs 
Carmella  D.  Evans-Molina 
Timothy  J.  McPherson 
Jennifer  L.  Cornelius 
Lewis  D.  Spangler,  Jr. 
Henderson  D.  McGinnis 

West  Virginia  School  of 
Osteopathic  Medicine: 

Mary  L.  Fragile 
Marie  B.  Fearon-Jewell 
Jennifer  H.  Dintini 
Angela  W.  Likins 
Craig  Warren 
Tony  L.  Roberts 
Matthew  MacCallum 
Joseph  G.  Surber 
Emery  B.  McCoy 
Roseline  Michel 
Melissa  A.  Painter 
Ronald  Sheppard,  Jr. 

Shannon  R.  Sutherland 
Kevin  P.  Fagan 
Adrienne  R.  Coopey 
Eric  F.  Smith 
Greg  Howes 
Timothy  M.  Peasak 
Jeffrey  S.  Engel 
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Maria  D.  Merzouk 

John  R.  Simmons 

Eissa  N.  Asemani 

Michael  B.  Remines 

Jason  F.  Perkins 

Melissa  J.  Rife 

Daniela  Wright 

James  R.  Spurlock,  III 

Kathryn  R.  DelPizzo 

Duyen  Nguyen 

Steven  Danley 

Richard  L.  Braithwaite 

James  T.  Newby,  Jr. 

Charles  S.  Henderson 

Macus  L.  Speaker 

Jennifer  Jones 

Troy  M.  Nelson 

Cheryl  L.  Locke 

Amelia  Rodd 

James  B.  Hill 

Stephen  Hass 

Jacey  E.  Goddard 

John-Paul  Short 

Nicole  R.  Messenger 

Vickie  A.  Cox 

Jeffrey  K.  McVey 

Ronald  A.  Mudry,  Jr. 

Erin  V.  Stoehr 

Julie  A.  Mullins 

Sarnia  R.  Piracha 

Timothy  Johnson 

Tara  F.  Ray 

Jeffery  R.  Gregg 

Michael  S.  Scott 

Andrew  B.  Cook 

Julie  A.  Haddy 

Abigail  Wilson 

Jason  I.  Vaughan 

Sendil  K.  Krishnan 

Matthew  J.  Haag 

Jason  A.  Tackett 

Michael  S.  Cratty 

Catherine  M.  Chua 

Hang  A.  Le 

Suong  K.  Lee 

Keitina  G.  Donahue 

Wendy  N.  Neal 

Troy  L.  Sedlmeyer 

Tatiana  R.  Konchesky 

Andrea  L.  Stigall 

Lance  F.  Broy 

Byron  Smith 

Jonathan  P.  South  worth 

Michael  S.  Beasley 

Thomas  C.  Lackey,  II 

James  R.  Lebolt 

Paul  D.  Weidman 

Michelle  L.  Endicott 

Robert  Snuffer 

Robert  E.  Shapiro 

Joy  N.  Spence 

Ty  B.  Robinson 

Daniel  Burval 

Cynthia  M.  Crews 

William  T.  McClellan 

Thomas  C.  Keller,  Jr. 

West  Virginia  University 

Mark  A.  Cassol 

Curran  L.  Jones 

School  of  Medicine: 

Rachel  E.  Newcome 

Shirin  M.  Morad 

Arjun  Hattiangadi 

Michael  Sanger 

Laura  E.  Hummel 

Douglas  B.  Kasow 

Lorn  Wolfe 

Evan  M.  Johnson 

Noel  B.  Jewell 

Virgil  J.  Kenneda 

Sonali  Lahiry 

FOR  LEASE 


5,400  sq.  ft.  One  story  building  with 
plenty  of  off-street  parking. 


LOCATED  IN  THE  HEART  OF  WHITEWATER! 


Call  MIKE  ZIMM  at  (304)  574-3278 


This  is  the  perfect  location  for  a 
Medical  Clinic  and/or  Immediate 
Care. 


NOVEMBER/DECEMBER  1997,  VOL  93  345 


WESPAC  News 


DON’T  BE  LEFT  OUT 
OF  THE  PAC! !! 

Attend  WESPAC’s  Board  Meeting 
During  WVSMA’s  Mid-Winter 
Clinical  Conference  - - 


Friday,  January  16 
Charleston  House  - Holiday  Inn 

Charleston 

4 p.m. 
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Obituaries 


George  Arthur  Shawkey,  M.D. 

Dr.  George  Arthur  Shawkey,  80,  of  Charleston  died 
October  20,  of  injuries  received  in  an  aviation  accident. 

Dr.  Shawkey  graduated  from  West  Virginia  University, 
and  attended  West  Virginia  University  Medical  School 
and  Northwestern  Medical  School  in  Chicago,  where  he 
received  his  medical  degree  in  1942.  He  interned  at  St. 
Louis  City  Hospital  in  St.  Louis,  Mo.,  and  then  served  in 
the  Army  Air  Medical  Corps  during  World  War  II. 

Following  his  military  service,  Dr.  Shawkey  did 
postgraduate  studies  in  pediatrics  at  Harvard  University 
and  then  completed  his  residency  in  pediatrics  at 
Philadelphia  General  Hospital.  In  1952,  he  returned  to 
his  hometown  of  Charleston  to  practice. 


Dr.  Shawkey  was  a past  president  of  the  Kanawha 
Medical  Society  and  he  had  been  a member  of  the 
WVSMA  since  1952.  Dr.  Shawkey  was  also  a member  of 
Charleston  Rotary  Club,  a volunteer  for  Habitat  for 
Humanity  and  a board  member  of  the  American  Red 
Cross.  In  addition,  Dr.  Shawkey  was  a member  of  the 
First  Presbyterian  Church  in  Charleston,  where  he  was 
an  elder  and  a Stephen  Minister. 

Surviving:  wife,  Sue  Shelton  Shawkey;  daughter, 
Nancy  Cerutti  of  Los  Alamos,  N.M.;  sisters,  Elouise 
Harvey  of  Princeton,  N.J.,  Anabel  McConnell  of 
Kingsport,  Tenn.;  two  grandchildren. 

The  family  suggests  donations  to  First  Presbyterian 
Church,  1 6 Broad  Street,  Charleston,  WV  25301,  or  to 
Habitat  for  Humanity  Mountaineer  Chapter,  2021/2 
Seventh  Ave.,  South  Charleston,  WV  25303. 
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1997  Index  of  Scientific  Authors 


ABURAHMA,  Ali  F.,  M.D.;  Samer  Saiedy,  M.D.  — Deep  vein 

thrombosis  as  a probable  cause  of  fever  of  unknown  origin  Jan//Feb  368 


BALIAN,  Arpy  A.,  M.D.;  Timothy  Hoffman,  M.D.;  Larry  A. 
Rhodes,  M.D.;  Lee  A.  Pyles,  M.D.;  William  A.  Neal,  M.D.; 
Stanley  Einzig,  M.D.,  Ph.D.  — Childhood  acute  rheumatic 
fever:  A comparison  of  recent  resurgence  areas  to  cases  in 
West  Virginia 


BENHAM,  Kamal  M,  M.D.;  Jeffrey  A.  Stead,  M.D.  — 
Co-existing  endometrial  adenocarinoma  and  tubal  ectopic 
pregnancy:  A case  report 

BLUM,  Frederick,  M.D.;  F.  Richard  Heath,  M.D.;  Sherry 
Rockwell,  R.N.  — Physical  examination  as  a screening 
test  for  pelvic  fractures  in  blunt  trauma  patients 

CHANG,  Ho-Huang,  M.D.,  F.U.S.C.A.P.;  Michael  A.  Covelli, 
M.D.;  S.  Willis  Trammell,  M.D.,  F.A.C.S.;  Glenn  Crotty,  Jr., 
M.D.,  F.A.C.P.  — Malignant  carcinoid  tumor  and 
synchronous  malignant  extraadrenal  paraganglioloma 

CHANG,  Thomas  H.,  M.D.,  F.A.C.S.  — The  benefits  of 
laparoscopic  antireflux  surgery  for  the  treatment  of 
gastroesophageal  reflux  disease 

COLLI,  Jan,  M.D.;  Stan  Kandzari,  M.D.  — Renal  trauma: 

A case  report  of  a laceration  and  avulsion  of  the  kidney 

COVELLI,  Michael  A.,  M.D.;  S.  Willis  Trammell,  M.D., 
F.A.C.S.;  Glenn  Crotty,  Jr.,  M.D.,  F.A.C.P.;  Ho-Huang  Chang, 
M.D.,  F.U.S.C.A.P.  — Malignant  carcinoid  tumor  and 
synchronous  malignant  extraadrenal  paraganglioloma 


Sept/Oct  260 
May/June  133 
Sept/Oct  267 

May/June  126 

Sept/Oct  256 
Nov/Dec  320 

May/June  126 


CROTTY,  Glenn  Jr,  M.D,  F.A.C.P.;  S.  Willis  Trammell,  M.D, 

F.A.C.S.;  Michael  A.  Covelli,  M.D.;  Ho-Huang  Chang,  M.D, 

F.U.S.C.A.P.  — Malignant  carcinoid  tumor  and 

synchronous  malignant  extraadrenal  paraganglioloma  May/June  126 

DATTA,  Chinmay  K,  M.D,  Ph.D  — Well-differentiated 
papillary  villoglandular  adenocarcinoma  of  the  uterine 
cervix  July/Aug  186 

DEFAZIO,  Jennifer,  R.N.;  A.  Kim  Ritchey,  M.D.;  Kenneth 
A.  Starling,  M.D.;  Frank  G.  Keller,  M.D.;  Jane  Martin,  R.N, 

P.N.P.;  Marie  E.  Steiner,  M.D.  — Curing  children  with 

leukemia  in  West  Virginia  July/Aug  179 

DEWITT,  Michael  S,  D.O,  A.B.F.P.;  Randall  Swain,  M.D, 

A.B.F.P.;  Leo  B.  Gibson,  Jr,  D.O,  A.B.F.P  — The  dangers 

of  jimson  weed  and  its  abuse  by  teenagers  in  the  Kanawha 

Valley  of  West  Virginia  July/Aug  182 

EINZIG,  Stanley,  M.D,  Ph.D;  Timothy  M.  Hoffman,  M.D.; 

Larry  A.  Rhodes,  M.D.;  Lee  A.  Pyles,  M.D.;  Arpy  Balian,  M.D.; 

William  A.  Neal,  M.D.  — Childhood  acute  rheumatic  fever: 

A comparison  of  recent  resurgence  areas  to  cases  in  West 

Virginia  Sept/Oct  260 

GARCELON,  John,  MSIV;  Steven  J.  Jubelirer,  M.D.  — Diffuse 

malignant  pleural  mesotheslioma  at  CAMC:  A retrospective 

study  of  50  patients  May/June  120 

GERMAN,  Robert  R,  M.P.H.;  Catherine  Slemp,  M.D,  M.P.H.; 

Beverly  Keener,  R.N.C,  M.P.H,  C.T.R,  Steven  J.  Jubelirer, 

M.D.;  Gary  L.  Thompson;  Robert  J.  Uhler,  M.A.  — Long-term 

trends  in  cancer  mortality  rates  for  West  Virginia  Jan/Feb  362 


GIBSON,  Leo  B,  Jr,  D.O,  A.B.F.P.;  Michael  S.  Dewitt,  D.O.; 

A.B.F.P.;  Randall  Swain,  M.D,  A.B.F.P.  — The  dangers  of 
jimson  weed  and  its  abuse  by  teenagers  in  the  Kanawha 
Valley  of  West  Virginia  July/Aug  182 

HAQ,  Nadeem  U,  M.D.;  Mahmood  Heydarian,  M.D.  — 

Head-upright  tilt  table  testing  for  children  with 

vasovagal  syncope  Jan/Feb  371 

HAQUE,  Reyaz,  M.D.;  David  A.  Law,  M.D.;  Abnash  Jain,  M.D. 

Percutaneous  balloon  pericardiotomy:  Non-surgical 

treatment  for  patients  with  cardiac  tamponade  Nov/Dec  310 

HEATH,  F.  Richard,  M.D.;  Frederick  Blum,  M.D.;  Sherry 
Rockwell,  R.N.  — Physical  examination  as  a screening 
test  for  pelvic  fractures  in  blunt  trauma  patients  Sept/Oct  267 

HEYDARIAN,  Mahmood,  M.D.;  Nadeem  U.  Haq,  M.D.  — 

Head-upright  tilt  table  testing  for  children  with  vasovagal 

syncope  Jan/Feb  371 

HOELPER,  Mark,  R.N.;  Stanley  B.  Schmidt,  M.D.;  John 
H.  Lobban,  M.D.;  S.  Reddy,  M.D.;  Denise  L.  Palmer,  R.N. 

The  use  of  radiofrequency  cathether  ablation  to  cure 

dilated  cardiomyopathy  May/June  130 

HOFFMAN,  Timothy  M,  M.D.;  Larry  A.  Rhodes,  M.D.; 

Lee  A.  Pyles,  M.D.;  Arpy  A.  Balian,  M.D.;  William  A. 

Neal,  M.D.;  Stanley  Einzig,  M.D,  Ph.D.  — Childhood 
acute  rheumatic  fever:  A comparison  of  recent 

resurgence  areas  to  cases  in  West  Virginia  Sept/Oct  260 

JACKSON,  Rebecca  L.  B.A.;  Matthew  M.  Metz,  MSIII; 

Janet  M.  Williams,  M.D.;  John  Veach,  M.D.  — An 

analysis  of  skiing  injuries  in  West  Virginia  Mar/Apr  68 

JAIN,  Abnash,  M.D.;  Anurag  Mahta,  M.D.  — Giant  coronary 

artery  aneurysm:  A case  report  and  literature  review  Mar/Apr  72 

JAIN,  Abnash,  M.D.;  David  A.  Law,  M.D.;  Reyaz  Haque, 

M.D.;  — Percutaneous  balloon  pericardiotomy:  Non- 

surgical  treatment  for  patients  with  cardiac  tamponade  Nov/Dec  310 

JUBELIRER,  Steven  J,  M.D.;  Robert  R.  German,  M.P.H. ; 

Catherine  Slemp,  M.D,  M.P.H.;  Beverly  Keener,  R.N.C, 

M.P.H,  C.T.R.;  Gary  L.  Thompson;  Robert  J.  Uhler,  M.A. 

Long-term  trends  in  cancer  mortality  rates  for  West  Virginia  Jan./Feb  362 

JUBELIRER,  Steven  J,  M.D.;  John  Garcelon,  MSIV  — 

Diffuse  malignant  pleural  mesotheslioma  at  CAMC:  A 
retrospective  study  of  50  patients 

JUBELIRER,  Steven  J,  M.D.;  Jason  Sutton  — Survival  in 
patients  with  invasive  breast  cancers  less  than  one 
centimeter 

KANDZARI,  Stan,  M.D.;  Jan  Colli,  M.D.  — Renal  trauma: 

A case  report  of  a laceration  and  avulsion  of  the  kidney 


May/June  120 


Sept./Oct  264 


Nov/Dec  320 


KEENER,  Beverly,  R.N.C,  M.P.H,  C.T.R.;  Robert  R.  German, 
M.P.H.;  Catherine  Slemp,  M.D,  M.P.H.;  Steven  J.  Jubelirer,  M.D.; 
Gary  L.  Thompson;  Robert  J.  Uhler,  M.A.  — Long-term  trends  in 
cancer  mortality  rates  for  West  Virginia  Jan/Feb 


362 


KELLER,  Frank  G,  M.D,  A.  Kim  Ritchey,  M.D.;  Kenneth 
A.  Starling,  M.D. ; Jane  Martin,  R.N,  P.N.P.;  Marie  E.  Steiner, 
M.D.;  Jennifer  DeFazio,  R.N.  — Curing  children  with 
leukemia  in  West  Virginia 


July/Aug  179 
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LAMBERT,  C.  Jake,  Jr.,  M.D.;  Matthew  B.  Yoak,  M.D.  — 

Video-assisted  thoracoscopic  surgery  for  management  of 

spontaneous  pneumothorax  July/Aug  176 

LAW,  David  A.,  M.D.;  Reyaz  Haque,  M.D.;  Abnash  Jain, 

M.D.  — Percutaneous  balloon  pericardiotomy:  Non- 

surgical  treatment  for  patients  with  cardiac  tamponade  Nov/Dec  310 


LOBBAN,  John  H.,  M.D.;  Stanley  B.  Schmidt,  M.D.;  S. 

Reddy,  M.D.;  Mark  Hoelper,  R.N.;  Denise  L.  Palmer,  R.N. 

The  use  of  radiofrequency  cathether  ablation  to 

cure  dilated  cardiomyopathy  May/June  130 

LUCENTE,  F.  C.,  M.D.,  F.A.C.S.;  Melissa  A.  Powell,  M.D.  — 

Diagnosis  and  treatment  of  blunt  cardiac  rupture  Mar/Apr  64 

MARTIN,  Jane,  R.N.,  P.N.P.,  A.  Kim  Ritchey,  M.D.; 

Kenneth  A.  Starling,  M.D.;  Frank  G.  Keller,  M.D.;  Marie  E. 

Steiner,  M.D.;  Jennifer  Defazio,  R.N.  — Curing  children 

with  leukemia  in  West  Virginia  July/Aug  179 

MCWHORTER,  John  H.,  M.D.,  M.P.H.  — An 
epidemiological  comparison  of  suicide  and  homicide 

rates  in  West  Virginia  and  the  world  Mar/Apr  75 

MEHTA,  Anurag,  M.D.;  Abnash  Jain,  M.D.  — Giant 

coronary  artery  aneurysm:  A case  report  and  literature 

review  Mar/ Apr  72 

METZ,  Matthew  W.,  MSIII;  Rebecca  L.  Jackson,  B.A.; 

Janet  M.  Williams,  M.D.;  John  Veach,  M.D.  — 

An  analysis  of  skiing  injuries  in  West  Virginia  IVlar/Apr  68 

NEAL,  William  A.,  M.D.;  Timothy  M.  Hoffman,  M.D.; 

Larry  A.  Rhodes,  M.D.;  Lee  A.  Pyles,  M.D.;  Arpy  A.  Balian, 

M.D.;  Stanley  Einzig,  M.D.,  Ph.D.  — Childhood  acute 
rheumatic  fever:  A comparison  of  recent  resurgence  areas 
to  cases  in  West  Virginia 

ORTIZ,  Orlando,  M.D.;  and  Joseph  L.  Voelker,  M.D.  — 

Delayed  deterioration  after  head  trauma  due  to  traumatic 
aneurysm 

PALMER,  Denise  L.,  R.N.;  Stanley  B.  Schmidt,  M.D.; 

John  H.  Lobban,  M.D.;  S.  Reddy,  M.D.;  Mark  Hoelper,  R.N. 

The  use  of  radiofrequency  cathether  ablation  to  cure 
dilated  cardiomyopathy 

PERKINS,  Kathaleen  C.,  M.D.  — Adolescent  trends  in  the 
late  20th  century:  Fad  or  societal  alientation? 

POWELL,  Melissa  A.,  M.D.;  F.  C.  Lucente,  M.D.,  F.A.C.S. 

Diagnosis  and  treatment  of  blunt  cardiac  rupture 

PYLES,  Lee  A.,  M.D.;  Timothy  M.  Hoffman,  M.D.; 

Larry  A.  Rhodes,  M.D.;  Arpy  A.  Balian,  M.D.;  William  A. 

Neal,  M.D.;  Stanley  Einzig,  M.D.,  Ph.D.  — 

Childhood  acute  rheumatic  fever:  A comparision  of 

recent  resurgence  areas  to  cases  in  West  Virginia  Sept/Oct  260 

REDDY,  S.,  M.D.;  Stanley  B.  Schmidt,  M.D.;  John  H. 

Lobban,  M.D.;  Mark  Hoelper,  R.N.;  Denise  L.  Palmer,  R.N. 

The  use  of  radiofrequency  cathether  ablation  to  cure 

dilated  cardiomyopathy  May/June  130 

RHODES,  Larry  A.,  M.D.;  Timothy  M.  Hoffman,  M.D.; 

Lee  A.  Pyles,  M.D.,  Arpy  A.  Balian,  M.D.;  William  A.  Neal, 

M.D.;  Stanley  Einzig,  M.D,  Ph.D.  — Childhood  acute 

rheumatic  fever:  A comparison  of  recent  resurgence  areas 

to  cases  in  West  Virginia  Sept/Oct  260 

RITCHEY,  A.  Kim,  M.D.;  Kenneth  A.  Starling,  M.D.; 

Frank  G.  Keller,  M.D.;  Jane  Martin,  R.N.,  P.N.P.;  Marie  E. 

Steiner,  M.D.;  Jennifer  DeFazio,  R.N.  — Curing  children 

with  leukemia  in  West  Virginia  July/ Aug  179 


Sept/Oct  260 
Nov/Dec  317 

May/June  130 
Nov/Dec  313 
Mar/Apr  64 


ROCKWELL,  Sherry,  R.N.;  F.  Richard  Heath,  M.D.; 
Frederick  Blum,  M.D.  — Physical  examination  as  a 
screening  test for  pelvic  fractures  in  blunt  trauma  patients 

SAIEDY,  Samer,  M.D.;  Ali  F.  Aburahma,  M.D.  — Deep  vein 
thrombosis  as  probable  cause  of  fever  of  unknown  origin 

SCHMIDT,  Stanley  B.,  M.D. ; John  H.  Lobban,  M.D.; 

S.  Reddy,  M.D.;  Mark  Hoelper,  R.N.;  Denise  L.  Palmer, 
R.N.  — The  use  of  radiofrequency  cathether  ablation  to 
cure  dilated  cardiomyopathy 

SLEMP,  Catherine,  M.D.,  M.P.H. ; Robert  R.  German, 
M.P.H. ; Beverly  Keener,  R.N.C.,  M.P.H.,  C.T.R.;  Steven  J. 
Jubelirer,  M.D.;  Gary  L.  Thompson;  Robert  J.  Uhler,  M.A. 
Long-term  trends  in  cancer  mortality  rates  for  West 
Virginia 

STARLING,  Kenneth  A.,  M.D.;  A.  Kim  Ritchey,  M.D.; 
Frank  G.  Keller,  M.D.;  Jane  Martin,  R.N.,  P.N.P.;  Marie  E. 
Steiner,  M.D.;  Jennifer  DeFazio,  R.N.  — Curing  children 
with  leukemia  in  West  Virginia 

STEAD,  Jeffrey  A.,  M.D.;  Kamal  M.  Behnam,  M.D.  — 
Co-existing  endometrial  adenocarcinoma  and  tubal 
ectopic  pregnancy:  A case  report 

STEINER,  Marie  E.,  M.D.;  A.  Kim  Ritchey,  M.D.; 

Kenneth  A.  Starling,  M.D.;  Frank  G.  Keller,  M.D.; 

Jane  Martin,  R.N.,  P.N.P.;  Jennifer  DeFazio,  R.N.  — 
Curing  children  with  leukemia  in  West  Virginia 


Sept/Oct  267 
Jan/Feb  368 

May/June  130 

Jan/Feb  362 
July/Aug  179 


May/June  133 


July/Aug  179 


SUTTON,  Jason;  Steven  J.  Jubelirer,  M.D.  — Survival  in 
patients  with  invasive  breast  cancers  less  than  one 

centimeter  Sept/Oct  264 


SWAIN,  Randall,  M.D.,  A.B.F.P.;  Michael  S.  Dewitt,  D.O., 

A.B.F.P.;  Leo  B.  Gibson,  Jr.,  D.O.,  A.B.F.P.  — The  dangers 
of  jimson  weed  and  its  abuse  by  teenagers  in  the 

Kanawha  Valley  of  West  Virginia  July/Aug  183 


THOMPSON,  Gary  L.;  Robert  R.  German,  M.P.H.; 

Catherine  Slemp,  M.D.,  M.P.H.;  Beverly  Keener,  R.N.C., 

M.P.H.,  C.T.R.;  Steven  J.  Jubelirer,  M.D.;  Robert  J.  Uhler, 

M.A.  — Long-term  trends  in  cancer  mortality  rates  for 

West  Virginia  Jan/Feb  362 

TRAMMELL  S.  Willis,  M.D.,  F.A.C.S.;  Michael  A.  Covelli, 

M.D.;  Glenn  Crotty,  Jr.,  M.D.,  F.A.C.P.;  Ho-Huang  Chang, 

M.D.,  F.U.S.C.A.P.  — Malignant  carcinoid  tumor  and 

synchronous  malignant  extraadrenal paraganglioloma  May/June  126 

UHLER,  Robert  J.,  M.A.;  Robert  R.  German,  M.P.H.; 

Catherine  Slemp,  M.D.,  M.P.H.;  Beverly  Keener,  R.N.C., 

M.P.H.,  C.T.R.;  Steven  J.  Jubelirer,  M.D.;  Gary  L.  Thompson 
Long-term  trends  in  cancer  mortality  rates  for  West 

Virginia  Jan/Feb  362 


VEACH,  John,  M.D.;  Matthew  M.  Metz,  MSIII;  Rebecca  L. 

Jackson,  B.A.;  Janet  M.  Williams,  M.D.  — An  analysis  of 

skiing  injuries  in  West  Virginia  Mar/ Apr  68 


VOELKER,  Joseph  L.,  M.D.;  and  Orlando  Ortiz,  M.D.  — 

Delayed  deterioration  after  head  trauma  due  to  traumatic 

aneurysm  Nov/Dec  317 


WILLIAMS,  Janet  M.,  M.D.;  Matthew  M.  Metz,  MSIII; 

Rebecca  L.  Jackson,  B.A.;  John  Veach,  M.D.  — An 

analysis  of  skiing  injuries  in  West  Virginia  Mar/ Apr  68 


YOAK,  Matthew  B.,  M.D.;  C.  Jake  Lambert,  Jr.,  M.D.  — 

Video-assisted  thoracoscopic  surgery  for  management  of 

sponanteous  pneumothorax  July/ Aug  176 
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Annual  Audit  1996 


The  annual  audit  of  the  West  Virginia  State  Medical 
Association  for  the  calendar  year  1996  has  been  completed 
by  Ernst  and  Young  LLP  of  Charleston.  The  complete  audit- 
ed financial  statements  including  the  report  of  independent 
auditors  is  as  follows: 

REPORT  OF  INDEPENDENT  AUDITORS 

To  the  Council 

West  Virginia  State  Medical  Association 

We  have  audited  the  accompanying  statements  of  financial  position  of 
West  Virginia  State  Medical  Association  (WVSMA)  as  of  December  31, 1996 
and  1995,  and  the  related  statements  of  activities  and  cash  flows  for  the 
years  then  ended.  These  financial  statements  are  the  responsibility  of 
WVSMA’s  management.  Our  responsibility  is  to  express  an  opinion  on 
these  financial  statements  based  on  our  audits. 

We  conducted  our  audits  in  accordance  with  generally  accepted  auditing 
standards.  Those  standards  require  that  we  plan  and  perform  the  audit  to 
obtain  reasonable  assurance  about  whether  the  financial  statements  are 
free  of  material  misstatement.  An  audit  includes  examining,  on  a test  basis, 
evidence  supporting  the  amounts  and  disclosures  in  the  financial  state- 
ments. An  audit  also  includes  assessing  the  accounting  principles  used  and 
significant  estimates  made  by  management,  as  well  as  evaluating  the  over- 
all financial  statement  presentation.  We  believe  that  our  audits  provide  a 
reasonable  basis  for  our  opinion. 

In  our  opinion,  the  financial  statements  referred  to  above  present  fairly,  in  all 
material  respects,  the  financial  position  of  WVSMA  as  of  December  31, 1996 
and  1995,  and  the  changes  in  its  net  assets  and  its  cash  flows  for  the  years 
then  ended  in  conformity  with  generally  accepted  accounting  principles. 

Ernst  and  Young  LLP 

April  15,1997 

« 

s 

3 BALANCE  SHEETS— WVSMA 

December  31 


1996 

1995 

Assets 

Cash  and  cash  equivalents — Note  4 
Accounts  receivable,  less  allowance  for 
doubtful  accounts  of  $11,000 
Other  assets 

Land,  building,  and  equipment,  net — Note  2 
Long-term  investments  - restricted— Note  1 

$ 779,106 

16,680 

13,427 

582,016 

44,200 

$ 924,350 

13,983 

16,762 

593,711 

18,400 

Total  assets 

$1,435,429 

$1,567,206 

Liabilities  and  net  assets 

Liabilities: 

Dues  collected  in  advance 
Accounts  payable 

Accrued  expenses  and  other  liabilities 
Note  payable  to  bank — Note  4 

$ 582,685 
10,719 
52,243 
367,296 

$ 678,004 
2,163 
38,269 
408,355 

Total  liabilities 

1,012,943 

1,126,791 

Net  assets: 

Unrestricted — Note  1 
Temporarily  restricted — Note  1 
Permanently  restricted — Note  1 

379,751 

38,485 

4,250 

423,857 

12,308 

4,250 

Total  net  assets 

422,486 

440,415 

Total  liabilities  and  net  assets 

$1,435,429 

$1,567,206 

See  notes  to  financial  statements. 


Statements  of  Activities 


Year  Ended  December  31, 1996 


Unrestricted 

Temporarily 

Restricted 

Permanently 

Restricted 

Total 

Revenues  and  other  support 

Dues 

$ 749,995 

$ 

$ - $ 

749,995 

Royalty  endorsements 

173,399 

- 

- 

173,399 

Advertising 

25,813 

- 

- 

25,813 

Conferences  and  meetings 

74,766 

- 

- 

74,766 

Investment  income 

27,313 

1,552 

- 

28,865 

Other  income 

17,683 

■ 5 

- 

17,683 

Unrealized  net  gain  on  investments 

- 

25,800 

- 

25,800 

1,068,969 

27,352 

- 

1,096,321 

Net  assets  released  from  restrictions 

1,175 

(1,175) 

- 

- 

Total  revenues  and  reclassifications 

1,070,144 

26,177 

- 

1,096,321 

Expenses 

Membership  services 

170,849 

- 

- 

170,849 

Conferences  and  meetings 

295,049 

- 

- 

295,049 

Legislative 

116,471 

- 

- 

116,471 

West  Virginia  Medical  Journal 

143,522 

- 

- 

143,522 

Management  and  general 

335,321 

- 

- 

335,321 

Professional  liability 

53,038 

- 

- 

53,038 

Total  expenses 

1,114,250 

- 

- 

1,114,250 

Change  in  net  assets 

(44,106) 

26,177 

- 

(17,929) 

Net  assets  at  beginning  of  year 

423,857 

12,308 

4,250 

440,415 

Net  assets  at  end  of  year 

$ 379,751 

$38,485 

$4,250  $ 

422,486 

Statements  of  Activities 

Year  Ended  December  31, 1995 


Unrestricted 

Temporarily 

Restricted 

Permanently 

Restricted  Total 

Revenues  and  other  support 

Dues 

$ 740,475 

$ 

$ - $ 740,475 

Royalty  endorsements 

174,610 

- 

174,610 

Advertising 

28,043 

- 

28,043 

Conferences  and  meetings 

91,262 

- 

91,262 

Investment  income 

23,723 

1,552 

25,275 

Other  income 

17,760 

- 

17,760 

Unrealized  net  gain  on  investments 

- 

14,150 

14,150 

Net  assets  released  from  restrictions 

1,075,873 

3,394 

15,702 

(3,394) 

- 1,091,575 

Total  revenues  and  reclassifications 

1,079,267 

12,308 

- 1,091,575 

Expenses 

Membership  services 

205,256 

- 

205,256 

Conferences  and  meetings 

278,231 

- 

278,231 

Legislative 

114,857 

- 

114,857 

West  Virginia  Medical  Journal 

133,981 

- 

133,981 

Management  and  general 

266,231 

- 

266,231 

Professional  liability 

46,495 

- 

46,495 

Total  expenses 

1,045,051 

_ 

- 1,045,051 

Change  in  net  assets 

34,216 

12,308 

46,524 

Net  assets  at  beginning  of  year 

389,641 

- 

4,250  393,891 

Net  assets  at  end  of  year 

$ 423,857 

$12,308 

$4,250  $ 440,415 

See  notes  to  financial  statements. 
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Classified 


AGAPE  AQUARIUMS 
SALES  & SERVICE  - 

Give  your  office  or  waiting 
room  a new  look  with  a 
freshwater  or  saltwater  tank. 

Complete  aquarium  packages  available. 
Maintenance  fee  includes  cleaning, 
automatic  fish  feeders,  replacement  fish, 
etc.  Call  (304)  776-5363. 


Occupational  Medical  Physi- 
cian, for  a coal  company 
based  in  Pittsburgh,  PA. 

Position  involves  occupational 
medical  responsibilities  includ- 
ing limited  clinical  duties. 
Essential  job  functions  include, 
but  not  limited  to:  travel  to 
mine  locations;  mobility  to  get 
around  operations;  good 
verbal  and  written  communi- 
cation skills;  interface  and  work 
with  others.  Must  be  eligible  for 
licensure  in  the  state  of  PA.  EOE 
- M/F.  Please  submit  curriculum 
vitae  to:  Medical  Department, 
P.O.  Box  12603,  Pittsburgh,  PA 
15241. 


DELAWARE  - We  are  currently 
seeking  two  Family  Practitio- 
ners to  join  two  private  prac- 
tice opportunities  affiliated 
with  Bayhealth  Medical 
Center,  a 231-  bed  facility  in 
Central  Delaware  called  Kent 
General  and  Milford  Memo- 
rial, a 1 85-bed  facility  located 
in  Milford,  Delaware.  Candi- 
dates will  be  board  eligible  or 
board  certified.  Attractive 
guaranteed  base  salary  with 
incentive  based  on  produc- 
tion is  available  for  the  first  two 
years.  First-year  income  poten- 
tial $150K- 180K  plus  full  ben- 
efits and  no  state  income  tax. 
Contact:  John  J.  Baumann, 
M.S.,  Vice  President,  J.J.  & H., 
Ltd.,  1 775  The  Exchange,  Suite 
240,  Atlanta,  GA  30339.  Phone 
(770)  952-3877  or  Fax:  (770) 
952-0061. 


•ELECTRONIC  CLAIMS  SUBMISSION 
•PHYSICIAN  BILLING  SPECIALISTS 
•PROCEDURE  CODE  ANALYSIS 

We  handle  your  patient's  accounts,  records,  trans- 
actions, provide  monthly  statements,  fill  out  and 
submit  electronically  your  insurance  forms  and 
provide  you  with  detailed  statistical  reports  on 
your  practice.  Your  insurance  claims  are  filed  via 
a recognized  claims  clearing  house. 


Are  your  CPT-4,  CDT-1  and  HCPCS 
codes  up  to  date  & valid?  ..  .If  not, 
you're  losing  money!  Let  us  perform 
a procedure  code  analysis  for  you! 


SHELL  MEDICAL  MANAGEMENT  SERVICES 
5298  Kensington  Drive 
Cross  Lanes,  WV  25313-1216 
Telephone  304-776-4777 


The  Chapman  Printing 
Com  pa n y,  I nc. 

A Division  of  Champion  Industries,  Inc. 

THE  COMPETITIVENESS  OF  TODAY’S 
BUSINESS  WORLD  DEMANDS  TOP 
QUALITY  PRINTING. 

THE  BEST  IN  TECHNOLOGY, 
CRAFTSMANSHIP  AND  QUALITY  IS 
YOURS  WHEN  YOU  CHOOSE 
CHAPMAN  PRINTING. 


CHARLESTON 

CHARLESTON,  WV 
1565  Hansford  Street 
(304)  341-0676 


HUNTINGTON 

HUNTINGTON.  WV 
2450-90  First  Avenue 
(304)  528-2791 


PARKERSBURG 

PARKERSBURG,  WV 
405  Ann  Street 
(304)  485-8596 


LEXINGTON 

LEXINGTON,  KY 
890  Russell  Cave  Road 
(606)  252-2661 


Don't  Worry 

about  your 

office  supply  problems, 
call 


1-800-862-7200 
for  solutions. 
We  Have  It  All! 


* Value-priced  office  supplies 

* Office  Furniture 

* Design  Service 

* Computer  Supplies 

* Standard  Forms 

Ask  for  our  sales  flyer! 

STATIONERS 
1945  5th  Avenue 
Huntington,  WV  30428-2780 
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Guidelines  For  Submitting  Manuscripts 


All  scientific  and  special  articles  being  submitted  to  the 
West  Virginia  Medical  Journal  must  be  created  on  an  IBM 
compatible  disc  in  Wordperfect  6.1  or  earlier  versions,  or 
in  ASCII.  If  the  manuscript  contains  tables,  the  main  body 
of  the  manuscript  and  references  should  be  saved  as  one 
item,  i.e.,  article , and  then  each  table  should  also  be 
saved  as  a separate  item,  i.e.,  Table  1,  Table  2. 

All  scientific  manuscripts  should  be  prepared  in 
accordance  with  “Uniform  Requirements  for  Manuscripts 
Submitted  to  Biomedical  Journals.  ” Papers  will  not  be 
considered  for  publication  if  they  have  already  been 
published  or  are  described  in  a manuscript  submitted  or 
accepted  for  publication  elsewhere.  They  should  be 
accompanied  by  one  extra  copy,  be  double-spaced,  have 
page  numbers  on  every  page  and  include  the  following: 

1.  Title  page. 

2.  An  abstract  of  no  more  than  150  words. 

3.  Text. 

4.  Acknowledgements. 

5.  References  in  parentheses  numbered  consecutively. 
No  more  than  10  references  will  be  published  and 
then  a statement  will  appear  stating  that  the  author 
should  be  contacted  for  the  other  references. 

6.  Tables. 

7.  Legends  for  illustrations. 


All  persons  designated  as  authors  should  qualify  for 
authorship.  Each  author  should  have  participated  enough 
in  the  work  to  take  public  responsibility  for  the  concept. 

Where  reference  is  made  to  generically-designated 
drugs,  the  first  such  reference  must  be  followed  by  its 
most  commonly  known  trade  name  in  parentheses. 

Tables,  figures  and  photos  should  be  numbered,  and 
indicated  with  parentheses  whenever  they  are  mentioned 
in  the  text,  i.e.  (Table  1),  (Figure  1).  Photos  must  be 
unmounted  glossy  prints  in  a 5 in.  x 7 in.  format  or 
smaller.  Black  and  white  photos  are  preferred.  Cost  of 
printing  photos  in  excess  of  four  will  be  billed  to  the 
author  at  a cost  of  $13  for  each  photo.  Each  photo 
should  have  a label  pasted  on  its  back  indicating  its 
number,  the  author’s  name  and  an  indication  of  its  “top.” 
Do  not  write  on  the  back  of  photos,  scratch  or  mar  them 
with  paper  clips,  or  mount  them  on  cardboard.  Drawings 
and  charts  should  be  created  in  black  and  white. 

All  scientific  material  is  reviewed  by  the  Publication 
Committee  and  should  be  sent  to  The  Editor,  West 
Virginia  Medical  Journal,  P.O.  Box  4106,  Charleston,  WV 
25364.  Other  types  of  articles  are  usually  only  reviewed 
by  the  editor  and  managing  editor  and  should  be  mailed 
to  the  same  address. 
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Statements  of  Cash  Flows 


Year  Ended  December  31 


Operating  activities 

1996 

1995 

Change  in  net  assets 

Adjustments  to  reconcile  change  in  net  assets  to 
net  cash  provided  by  operating  activities: 

$ (17,929) 

$ 46,524 

Unrealized  net  gain  on  investments 

(25,800) 

(14,150) 

Depreciation 

Changes  in  operating  assets  and  liabilities: 

27,939 

25,317 

(Increase)  decrease  in  accounts  receivable 

(2,697) 

17,611 

Decrease  in  other  assets 

3,335 

4,492 

Decrease  in  dues  collected  in  advance 

(95,319) 

(18,701) 

Increase  (decrease)  in  accounts  payable 
Increase  (decrease)  in  accrued  expenses  and 

8,556 

(18,198) 

other  liabilities 

13,974 

(6,701) 

Net  cash  (used  in)  provided  by  operating  activities 
Investing  activities 

(87,941) 

36,194 

Purchases  of  equipment 

(16,244) 

(15,799) 

Net  cash  used  in  investing  activities 

(16,244) 

(15,799) 

Financing  activities 

Repayment  of  note  payable  to  bank 

(41,059) 

(43,980) 

Net  cash  used  in  financing  activities 

(41,059) 

(43,980) 

Decrease  in  cash  and  cash  equivalents 

(145,244) 

(23,585) 

Cash  and  cash  equivalents  at  beginning  of  year 

924,350 

947,935 

Cash  and  cash  equivalents  at  end  of  year 

$ 779,106 

$924,350 

See  notes  to  financial  statements. 


1.  Description  of  Organization  and  Summary  of  Significant 
Accounting  Policies 

WVSMA  is  a nonprofit  corporation  organized  under  the  laws  of  the  State 
of  West  Virginia  and  exempt  from  income  tax  under  Section  501(c)(6)  of 
the  Internal  Revenue  Code.  WVSMA  functions  primarily  to  inform  its  mem- 
bers about  proposed  legislation,  current  professional  developments,  pro- 
fessional risk  and  malpractice  liabilities.  WVSMA  also  publishes  the  West 
Virginia  Medical  Journal.  Substantially  all  of  WVSMA’s  revenues  are  gen- 
erated by  dues  assessments  on  its  members  and  royalty  endorsements. 

Basis  of  Presentation 

WVSMA  has  adopted  Statement  of  Financial  Accounting  Standards  (SFAS) 
No.  116,  Accounting  for  Contributions  Received  and  Contributions 
Made,  SFAS  No.  117,  Financial  Statements  of  Not-for-Profit 
Organizations,  and  SFAS  No.  124,  Accounting  for  Certain  Investments 
Held  by  Not-for-Profit  Organizations.  SFAS  No.  1 16  establishes  standards 
of  accounting  for  contributions  and  requires  that  unconditional  promises 
to  give  be  recognized  as  revenue  in  the  period  received  at  their  fair  value. 
SFAS  No.  1 17  requires  that  resources  be  classified  for  reporting  purposes 
into  three  net  asset  categories  as  temporarily  restricted,  permanently 
restricted  and  unrestricted  net  assets  according  to  the  existence  or 
absence  of  donor-imposed  restrictions.  Temporarily  restricted  net  assets 
are  those  whose  use  has  been  limited  by  donors  to  a specific  purpose  or 
time  period.  Donor  restricted  contributions  whose  restrictions  are  met  in 
the  same  reporting  period  are  reported  as  unrestricted  support. 
Permanently  restricted  net  assets  are  those  for  which  donors  require  the 
principal  of  the  gift  to  be  maintained  in  perpetuity.  SFAS  No.  124  requires 
not-for-profit  organizations  to  record  their  investments  in  all  debt  securi- 
ties and  certain  equity  securities  at  fair  value,  with  gains  and  losses  (real- 
ized and  unrealized)  being  recorded  in  the  statement  of  activities  and 
changes  in  net  assets. 

Use  of  Estimates 

The  preparation  of  the  financial  statements  in  conformity  with  generally 
accepted  accounting  principles  requires  management  to  make  estimates 
and  assumptions  that  affect  amounts  reported  in  the  financial  statements 
and  accompanying  notes.  Such  estimates  and  assumptions  could  change  in 
the  future  as  more  information  becomes  known  which  could  impact  the 
amount  reported  and  disclosed  herein. 


Cash  and  Cash  Equivalents 

Cash  and  cash  equivalents  are  comprised  of  short-term  certificates  of 
deposit  and  money  market  accounts  recorded  at  cost,  which  approximates 
market.  Bank  balances  as  of  December  31,  1996  and  1995,  approximated 
$837,000  and  $991,000,  of  which  approximately  $114,000  and  $115,000, 
respectively,  were  covered  by  federal  depository  insurance.  The  remaining 
balance  is  unsecured. 

Allowance  for  Doubtful  Accounts 

WVSMA  values  its  accounts  receivable  at  net  realizable  value  by  expensing 
amounts  determined  to  be  uncollectible  in  the  period  of  determination. 

Land,  Building,  and  Equipment 

Land,  building,  and  equipment  are  recorded  at  historical  cost.  Depreciation 
is  computed  by  the  straight-line  method  using  estimated  useful  lives  rang- 
ing from  5 to  35  years. The  cost  of  maintenance  and  repairs  is  charged  to 
income  as  incurred,  and  significant  improvements  are  capitalized. 

Recognition  of  Revenue 

Members  are  billed  in  advance  for  the  subsequent  year's  dues,  which  are 
treated  as  exchange  transactions  and  earned  ratably  over  the  period  to 
which  they  relate.  All  subsequent  years’  dues  received  prior  to  January  1 
are  reported  as  dues  collected  in  advance. 

Long-Term  Investments 

Long-term  investments  consist  of  equity  investments  in  a permanently 
restricted  endowment  fund,  which  was  established  to  utilize  the  dividend 
income  to  pay  for  the  guest  speaker  at  the  annual  meeting.  These  securi- 
ties are  recorded  at  fair  value,  based  on  quoted  market  prices. 

Temporarily  Restricted  Net  Assets 

Dividend  income  and  realized  and  unrealized  gains/losses  on  the  perma- 
nently restricted  endowment  fund  equity  securities  restricted  for  the  costs 
of  the  guest  speaker  at  the  annual  meeting  are  reported  as  temporarily 
restricted  revenue  when  received.  When  the  donor  restriction  expires,  that 
is,  when  the  stipulated  purpose  restriction  is  accomplished,  temporarily 
restricted  net  assets  are  reclassified  to  unrestricted  net  assets  and  reported 
in  the  statement  of  activities  as  net  assets  released  from  restrictions. 

Permanendy  Restricted  Net  Assets 

These  net  assets,  with  an  initial  value  of  $4,250,  consist  of  donor  restricted 
funds  of  which  the  corpus  is  to  be  held  in  perpetuity.  These  funds  consist 
of  the  equity  securities  in  an  endowment  fund. 

2.  Land,  Building,  and  Equipment 

A summary  of  land,  building,  and  equipment,  and  the  related  allowance  for 
depreciation  follows: 

December  31 


1996 

1995 

Land 

$ 141,247 

$ 141,247 

Building  and  improvements 

635,585 

635,585 

Furniture  and  equipment 

268,662 

252,418 

1,045,494 

1,029,250 

Less  allowance  for  depreciation 

(463,478) 

(435,539) 

$ 582,016 

$ 593,711 

3.  Future  Minimum  Rentals  Under  Operating  Leases 
WVSMA  leases  office  and  computer  equipment  under  noncancellable 
operating  leases  with  terms  of  one  year  or  more.  A schedule  by  years  of 
minimum  future  rentals  follows: 

December  31, 1996: 


1997  $42,481 

1998  40,145 

1999  14,087 

2000  575 

Total  minimum  future  rentals  $97,288 


Total  minimum  future  rentals  do  not  include  contingent  rentals  which  may 
be  assessed  under  the  office  equipment  lease  on  the  basis  of  usage  in 
excess  of  stipulated  minimums. 

Rental  expense  in  1996  and  1995  approximated  $43,600  and  $40,500, 
respectively. 


SEPTEMBER/OCTOBER  1997,  VOL  93  351 


4.  Note  Payable  to  Bank 

Terms  of  the  agreement  underlying  the  note  payable  to  bank  provide  for 
interest  at  1%  above  the  annual  percentage  yield  of  certificates  of  deposit 
and  other  balances,  if  any,  securing  the  loan.  The  note  is  repayable  in  60 
monthly  installments  of  $5,200  (including  principal  and  interest)  followed 
by  a balloon  payment  or  refinancing  of  the  then  outstanding  loan  balance. 
The  loan  is  primarily  secured  by  a first  deed  of  trust  on  the  building  which 
has  a net  book  value  approximating  $399,000  at  December  31,  1996.  In 
addition,  at  December  31,  1996,  the  loan  is  collateralized  by  a $300,000 
certificate  of  deposit  and  approximately  $70,000  in  a money  market 
account. 

Interest  paid  approximated  $22,000  and  $24,000  in  1996  and  1995, 
respectively. 

Scheduled  principal  payments  on  the  note  payable  in  each  of  the  next  two 
or  three  years  follows: 

December  31 


1996 

1995 

1996 

$ 

$ 43,636 

1997 

45,777 

45,777 

1998 

321,519 

318,942 

$ 367,296 

$408,355 

5.  Royalty  Endorsements 

Royalty  endorsement  income  primarily  consists  of  separate  endorsement 
agreements  with  Medical  Assurance  (MA)  andAcordia  of  West  Virginia  to 
allow  them  to  market  services  to  WVSMA’s  members  relating  to  various 
insurance  products.  WVSMA  recognized  endorsement  royalty  income  of 
$115,000  and  $115,000  from  MA  and  $47,000  and  $48,000  fromAcordia 
of  West  Virginia  in  1996  and  1995,  respectively. 

6.  Retirement  Plan 

WVSMA  is  a participant  in  a Prototype  Corporate  Defined  Contribution 
Retirement  Plan  (the  Plan).  All  employees  of  WVSMA  are  covered  by  the 
Plan  as  long  as  they  are  at  least  21  years  old  and  have  completed  six 
months  of  service.  WVSMA’s  contribution  approximated  $37,000  and 
$33,000  in  1996  and  1995,  respectively,  based  on  approximately  10%  of 
the  total  compensation  of  all  eligible  participants.  Employees  are  vested 
in  their  participant  account  at  the  rate  of  20%  for  each  completed  year  of 
service,  up  to  100%  vesting  after  four  years  of  service. 

7.  Income  Taxes 

Revenues  of  WVSMA  are  generally  exempt  from  federal  income  tax  under 
Section  501(c)(6)  of  the  Internal  Revenue  Code.  However,  certain  income, 
primarily  advertising  revenues,  is  considered  unrelated  business  income 
and  is  taxable  to  the  extent  revenues  exceed  allocable  expenses.  WVSMA 
paid  income  taxes  approximating  $20,000  and  $4,500  in  1996  and  1995, 
respectively. 


William  C Morgan,  Jr.  M.D.,  F.A.C.S. 


Otologist,  Diplomat,  American  Board  of  Otolaryngology 
Medical  and  Surgical  Treatment  of  Ear  Diseases 

Sheri  L.  Jeffries,  MS,  CCC-A,  Audiologist 

We  offer: 

• ABR  • Complete  Audiological  Services  • Hearing  Aid  Dispensing  & Service 
• Assistive  Listening  Devices  • Electronystagmography 


St.  Francis  Medical  Plaza  *331  Laidley  Street  • Charleston,  West  Virginia  25301  • 304-345-7100 


Prasadarao  B.  Mukkamala,  MD 

Union  Square  • 1 Monongalia  Street  • Charleston,  WV  25302 


Dr.  Mukkamala  is  a Diplomate  of  the  American  Board  of  Physical  Medicine  and  Rehabilitation 
and  the  American  Board  of  Electro-Diagnostic  Medicine. 
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Specialist  in  Electromyography  and  Nerve  Conduction  Studies 
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For  appointment,  call:  (304)  344-5153 
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Who’s  holding  the  other  end? 

Feeling  a bit  vulnerable?  That's  understandable.  Although  most  any  insurance  company  can  protect 
you  against  financial  loss,  very  few  are  dedicated  to  protecting  your  most  important  asset  — your  reputation. 

The  PTE  Mutual  Insurance  Company  has  always  done  one  thing  flawlessly:  kept  all  of  its 
promises  to  physicians. 

We've  always  provided  a vigorous  malpractice  defense  where  others  would  have  settled  — and 
compromised  your  reputation  and  career.  Always  fought  on  your  behalf  for  tort  reform  when  others  simply 
withdrew  from  the  market.  Always  upheld  our  mission  as  a true,  not-for-profit  medical  liability  insurer,  putting 
every  dollar  to  work  for  our  member-insureds. 

Would  you  like  to  put  22  years  of  unmatched  expertise  on  your  side?  Take  a few  minutes  to  obtain 
more  information.  No  strings  attached. 

Call  1-800-228-2335  for  the  name  of  a representative. 


THE  P*I*E  MUTUAL  INSURANCE  COMPANY 


North  Point  Tower  • 1001  Lakeside  Avenue 
Cleveland,  Ohio  44114 
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Defending  your  reputation  is  our 


reputation 


•Medical 

Assurance 


West  Virginia’s  Finest  Malpractice  Insurance 
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110  ASSOCIATION  DRIVE  - CHARLESTON.  WE'ST  VIRGINIA  25311  - 800.  331.  6298/304.  346.  8228/FAX  304.346.8285 
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